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ABSTRACTS OF CURRENT LITERATURE 
GENERAL SURGERY—SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE differentiates two types of topographical position%of 
Mosskalenko, W. W.: The Anatomo-Mechanical the pelvic organs: (1) the symphysopetal type, in 
Bases of Drainage of the True Pelvis (Die anat- Which they lie near the symphysis; and (2) the sacro- 
omisch-mechanischen Grundlagen der Drainage des _ petal type, in which they lean toward the sacrum. 
kleinen Beckens). /naug.-Diss., Petrograd, 1921. In the symphysopetal type the aponeurosis of De- 
This monograph of 386 pages is based upon the — nonvillier is inclined against the symphysis, while 
author’s very thorough anatomical reasearch on 112. in the sacropetal type it is inclined toward the 
cadavers. Drainage of the true pelvis depends upon: — sacrum. 


1) the operative procedure used for the introduc- On the basis of comparative anatomy one must 
tion of the drainage tube, and (2) the topography — regard the sacropetal type as the perfect type and 
of the pelvic organs. the symphysopetal type as the imperfect type. Each 


Mosskalenko discusses from the standpoint of | of these types points to certain peculiarities in the 
anatomy all the proposed operative methods of | construction of the individual pelvic organs and is 
effecting drainage and describes the variations of | of great importance in the choice of an operative 
the organs of the true pelvis having an influence on method. In the sacropetal type the route to the 
the evacuation of fluids. The cadavers studied prostate, seminal vesicles, and uterus through the 
were hardened with a to per cent solution of for- anterior abdominal wall is very disadvantageous as 
malin. By control experiments it was determined the organs lie deep in the true pelvis. The route 
that such hardening does not cause displacement through the perineum or through the vagina is 
of the organs. The outline of the sacrum and the — easier as the organs lie nearer these routes. The 
organs of the pelvis were reproduced on glass in topographical type is of importance also in cathe- 
their natural size and position, and in this manner a___ terization of the male urethra. In extreme cases of 
series of drawings showing the topography of the the sacropetal type the catheterization must be 
pelvic organs was obtained. undertaken with a slightly bent catheter while in 

The cadavers of forty-three men, fifty-six women, | cases of the symphysopetal type the catheter must 
and thirteen children were examined. In addition, be decidedly bent. In extreme cases of the sacro- 
dogs were dissected. The author gives a detailed petal type the prevesical peritoneal fold lies under 
description of the aponeurosis of Denonvillier, the | the symphysis and high section is difficult to perform 
posterior and lateral pelvic wall, the pelvic floor,and without injuring the peritoneum. 
the topography and variants of the rectum, bladder, The presence of the symphysopetal or the sacro 
urethra, prostate, vas deferens, uterus, vagina, and petal type and the position of the aponeurosis of 
pelvic peritoneum. On the basis of all the variants Denonvillier can be ascertained by the ordinary 
certain topographical types of pelvic organs were measurement of the pelvis. The conjugata vera is 
determined. In his review of the literature the au- determined in the usual manner. When this is more 
thor quotes 311 authors. than 11 cm. and the anteroposterior diameter is 

The aponeurosis of Denonvillier is of great im- more than 11.5 cm., the pelvic topography is of the 
portance as it indicates the topographical peculiar- sacropetal type. If the measurements are less, the 
ities of the pelvic organs. It may be either vertical type is symphysopetal. A line which forms an angle 
or oblique, i.e., it may lie nearer the symphysis or — of 55 degrees with the conjugata vera represents the 
nearer the os sacrum. Its position is related to the — horizontal line of the pelvis in the vertical position. 
topography of all the pelvic organs. Mosskalenko The angle of 55 degrees indicates the angle of pelvic 
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inclination to the horizontal line. The aponeurosis 
of Denonvillier forms two angles with the horizontal 
line, an anterior and a posterior angle. The poste- 
rior angle is termed by Mosskalenko the “‘angle of 
the aponeurotic inclination.” The average is approx- 
imately 113 degrees. In 61 per cent of cases it is 
greater; in 39 per cent, less. 

The form of the sacrum is also of practical impor- 
tance. Theauthor distinguishes two types of sacrum: 
the intra-articular type, and the extra-articular 
type. A line which unites the two postero-inferior 
spines of the ilium divides the sacrum into two parts. 
In the extra-articular type of sacrum the extra- 
articular or lower portion forms the greater part and 
the articular surface lies above the third sacral 
foramen. The form of the sacrum is very complex, 
its curvature slight, and the coccyx short. In the 
intra-articular type of sacrum the upper or intra- 
articular portion forms the greater part. The artic- 
ular surface is sunken beneath the level of the third 
sacral foramen, and in shape the sacrum is distin- 
guished by its simplicity, its pronounced curvature, 
and the long coccyx. The type is of great importance 
in the choice of the operative route to the rectum. 

With regard to the pelvic floor the author care- 
fully studied the topography of the ischiorectal 
fossa and the recto-urethral trigone. He found 
that there are two types of ischiorectal fossa, one 
pyramidal and the other prismatic. The first is seen 
chiefly in women and in cases of long perineum; the 
second indicates a short perineum and is found 
usually in men. The recto-urethral trigone has 
cither a short height and a long base (Type 1), or 
the reverse, a great height and a short base (Type 2). 
From the standpoint of comparative anatomy, the 
first type is more perfect. It is found in man oftener 
than in animals. Type 1 is usually present when the 
angle of inclination of the aponeurosis of Denonvil- 
lier is greater than the average. 

In his study of the organs of the true pelvis Moss- 
kalenko found two types of rectum: the ampullar 
and the cylindrical. In the first the ampulla is 
highly developed. In the second it is not pronounced 
and the intestine therefore assumes a cylindrical 
form. The ampullar or perfect type is generally 
found in man. The type may be determined by 
measuring the distance between the anus and the 
coccyx. When this distance is less than 3.5 cm., the 
rectum is usually of the ampullar type, and when it 
is greater than 3.5 cm., the rectum is of the cylin- 
drical type. The cylindrical type is usually found 
in children and the ampullar type in adults. 

The position of the rectum with relation to the 
median line of the body depends upon the construc- 
tion of the sacrum. When the sacrum is symmetrical 
the rectum deviates in the direction of the sacral 
foramen, but when the sacrum is asymmetrical the 
rectum lies on the opposite side from the displaced 
sacral foramen. 

When the inclination of the aponeurosis of Denon- 
villier is more than 113 degrees the fundus of the 
bladder is low, but when the inclination is less than 
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113 degrees the fundus of the bladder will be found 
high. 

The author describes two types of the male ure 
thra. One type is the small urethra with an even 
curvature and great length of the fixed segment 
the shallow-curve urethra. The other is the ur 
thra with a curvature very pronounced, situated 
chiefly in the bulb, and a shorter fixed segment—the 
sharply bent urethra. The curvature of the urethra 
becomes greater with filling of the rectum and less 
with filling of the bladder. 

With regard to the position of the vagina the au 
thor has determined that the vaginal angle of inclin 
ation corresponds to that of the aponeurosis of 
Denonvillier. The lower border of the peritoneal! 
sac is subject to various changes. When the angle 
of inclination of the aponeurosis of Denonvillier is 
less than 113 degrees it is situated low, but when the 
angle is greater than 113 degrees it is situated high. 
The vesico-uterine pouch is wide when the afore 
mentioned angle is greater than 113 degrees. The 
vesicorectal pouch exhibits the same peculiarities. 

The second part of the monograph is devoted to 
experimental clinical research. Mosskalenko de 
scribes the contour of the pelvic reservoir in certain 
pathologic processes (inguinal hernia, posterior pel 
vic cellulitis, hypertrophy of the retrorectal fatty 
tissue, adhesions of the posterior part of the Douglas 
pouch) and discusses the peculiarities of the dis- 
tribution of fluids in the true pelvis under certain 
mechanical, pathologic, and clinical conditions (the 
influence of the position of the body, the topography 
of abscesses of the posterior portion of the Douglas 
pouch, the distribution of the fluid in ascites, cysts 
of the posterior portion of the pouch of Douglas, 
ovarian tumor, and the distribution of the fluids 
following certain operations on the pelvic organs 
such as extirpation of the uterus or bladder. 

Attention is given also to the drainage of the 
true pelvis from the standpoint of surgery and 
gynecology. Mosskalenko distinguishes: (1) peri- 
neal, and (2) sacral drainage. For perineal drainage 
a slanting position of the body is best, Fowler’s posi- 
tion or the semi-sitting position of Federoff. Fow 
ler’s position is of value, however, only when the 
pelvic topography is of the symphysopetal type, 
while Fedoroff’s position gives equally good results 
in both the symphysopetal and the sacropetal types. 
Of all types of perineal drainage the rectal is best 
for males and the vaginal for females. Of all meth- 
ods of sacral drainage the coccygeal method of 
Wrenden is most efficient. Technically, rectal and 
vaginal drainage are the simplest, but the coccygeal 
method has a better mechanical effect. In the ab- 
sence of clinical indications regarding the method of 
draining the true pelvis the choice must be based 
upon the anatomy. In the symphysopetal type of 
pelvic topography the rectal or vaginal method must 
be employed; in the sacropetal type, the coccygeal. 

The monograph contains several case histories 
illustrating the author’s points, 292 illustrations, 
and protocols of the experiments. Watcker (Z). 
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HEAD 


Wilensky, A. O.: The Neurological Manifestations 
of Fracture of the Skull (Craniocerebral In- 
juries). Surg. Clin. N. Am., 1921, i, 1709. 

A simple fracture of the skull is a relatively be- 
nign lesion, but when associated with trauma to 
the underlying brain it becomes more serious. 

The extent of a head injury may vary within wide 
limits. There are cases in which the wound is of 
comparatively small size and others in which the 
entire skull is cracked like an eggshell. With bony 
injuries of such varied nature and extent the asso- 
ciated intracranial injury may show a similar diver- 
sification; the injury may be limited to a single cra- 
nial nerve, to a venous sinus, or to a localized and 
comparatively small area of contused brain tissue, 
while in other cases the entire brain may be dis- 
organized more or less completely. The latter type 
of injury is immediately fatal. 

The lesions in the brain may consist of numerous 
small contusions localized in a single area or wide- 
spread throughout the major portion of the brain. 
In more extensive lesions there are one or more 
lacerations in the brain tissue in addition. In others 
the surface of the brain cortex loses its normal mor- 
phology and is replaced by a mass of grumous, blood- 
stained, semisolid material resulting from the com- 
plete disorganization of the normal structure. In 
extreme cases the entire brain is involved. 

Perceptible lesions in the brain may be produced 
by pressure from without, either by a depressed 
fragment of bone or the pressure of a large blood 
clot. As a rule the accumulated blood clot gathers 
over the surface of the brain either between the 
dura and the bone (subdural) or directly over the 
cortex (subarachnoid). In other cases it is situated 
in the midst of the brain tissue, either at the bottom 
of a deep laceration or independent of the latter. 

A less common cause of neurological disturbance 
is interference with the blood supply of some por- 
tion of the brain either by pressure upon an impor- 
tant blood channel, especially the longitudinal sinus, 
or by thrombosis, or both. 

It is not necessarily true that the subjacent brain 
injury will lie in anatomical relationship to the area 
of fracture. 

In about 40 per cent of persons with head injuries 
sustained in civil life no abnormal neurological find- 
ings are noted. Cases with no neurological symp- 
toms at the time of examination may be divided into 
two groups: (1) the very mild cases, those with scalp 
contusions and lacerations in which fracture of the 
skull is not suspected, but is subsequently demon- 
strated by X-ray examination (these make up the 
largest number), and (2) cases with such quickly 
disappearing symptoms that by the time the patient 
reaches the hospital (usually within an hour) the 
signs of neurological disturbance no longer persist. 





The symptoms produced by brain injuries asso- 
ciated with skull fracture may be classified into two 
groups. One group is composed of general symp- 
toms related to the brain as a whole and not refer- 
able to any one area that can be differentiated. This 
group has two subgroups. In the first subgroup the 
general symptoms reflect a general or diffuse inter- 
ruption of brain function, are associated with the 
primary general contusion and initial hyperstimula- 
tion of brain substance, and are related particularly 
to the primary unspecialized functions of the brain. 
In the second subgroup there is a general and pro- 
gressively increasing intracranial compression. The 
second large group of cases in which neurological 
disturbances are present are those in which the 
signs indicate that only a localized area of brain or 
nerve tissue is involved. 

The typical signs of progressive intracranial com- 
pression following an injury include: (1) progress- 
ively increasing stupor; (2) progressive slowing of 
the pulse and respiration; (3) a rise of the blood pres- 
sure followed by a fall; (4) swelling of the optic nerve 
heads; (5) contractioh of the pupils which is followed 
in the later stages by dilation and (6) Cheyne- 
Stokes breathing. Other neurologic symptoms and 
signs may coexist. The danger signs include: (1) 
very slow pulse and respiration; (2) low blood pres- 
sure, and (3) dilated pupils. These are the signs 
which indicate medullary involvement. 

It is very-important to be able to recognize cases 
of compression which are due to oedema alone inas- 
much as in these operation is not suitable or is of no 
avail and may possibly do harm. When intracran- 
ial compression is due to oedema, spontaneous re- 
covery may result. 

Symptoms indicating injury of an area of brain or 
nerve tissue that can be differentiated—that is, focal 
symptoms—may be referable to any part of the 
body; they are present in from 20 to 25 per cent of 
the cases. 

Among the cranial nerves the facial and auditory 
are most often the site of disturbance after cranio 
cerebral injuries, and complete recovery does not 
always follow. 

Focal signs referable to the extremities are most 
common. In general they may be grouped as those 
characterized by paralysis and those which are 
signs of cortical irritation. It must be borne in 
mind that frequently symptoms of the latter nature 
which are present immediately after an injury are 
due to the stimulatio ’ the initial violence and 
are only temporary phenomena. One should wait a 
sufficiently long time to make sure that they are 
established symptoms before accepting them. 

Focal symptoms indicating irritation need not 
necessarily be limited to any one extremity. Focal 
symptoms of a paralytic nature are classified as re- 
gards the number of extremities involved as mono- 
plegias, diplegias, and hemiplegias. In the majority 
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of cases paralytic symptoms are due to some form 
of pressure upon the cortex. 

A group of cases with longitudinal sinus injury has 
been distinguished by Holmes and Sargent. These 
exhibit characteristic symptoms constituting what 
is called the ‘‘longitudinal sinus syndrome.” The 
pathology includes compression or laceration of the 
longitudinal sinus or some of its anastomotic bran- 
ches in the neighborhood of the motor cortex which 
often is associated with injuries in the paracentral 
lobules or in the convolutions bordering the fissure 
of Rolando; thrombosis of the sinus is frequently 
found. 

The proper course of treatment for craniocerebral 
injuries should be determined on the basis of the 
average results obtained with the conservative and 
operative forms of treatment. Wilensky has found 
that the mortality of conservative treatment aver- 
ages approximately 27 per cent. He summarizes his 
ideas regarding treatment as follows: 

1. Conservative and expectant methods of treat- 
ment under proper conditions yield the best results. 

2. Operation is imperative in every case of advanc- 
ing intracranial pressure and should be done in the 
early stages before there is evidence of medullary 
involvement. 

3. Irritation or paralytic focal symptoms pointing 
to pressure upon or disorganization of definite cor- 
tical areas are the next most important indications 
for operative intervention. In cases of this type 
operation is very seldom as urgent as in cases of the 
second group. 

In the author's experience lumbar puncture has 
not given complete satisfaction as a therapeutic 
measure. In mild cases of intracranial compression 
the release of cerebrospinal fluid has been followed 
by symptomatic relief of slight or moderate degree, 
but in other similar cases the ultimate result has not 
differed from that obtained when no such procedure 
was used. MARGARET IT. MALONEY. 
¢ 


Basilio, M.: Decompressive Craniectomy by Parla- 
vecchio’s Method (Craniectomie decompressive 
col metodo del Parlavecchio). Policiin., Roma, 1921, 
XXvili, sez. chir., 515. 

The author states that prevailing surgical opinion 
favors opening of the dura in a one-stage decompres- 
sive craniectomy. 

Parlavecchio has operated upon numerous cases 
of essential epilepsy by his method of decompressive 
trephination. In one case in which he did not open 
the dura the operation was without benefit. In 
the other cases in which the dura was opened the 
convulsive crises disappeared or became less severe. 

Basilio believes there is some objection to most of 
the methods of decompressive craniectomy in 
present use. Lannelongue’s method does not open 
the dura; Kocher’s favors cerebral hernia; Stop- 
pato’s method will be unsuccessful unless the super- 
imposed bone disc becomes consolidated with the 
external table. Parlavecchio’s operation, he be- 
lieves, is preferable to any other. In this procedure 
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a horseshoe incision is made in the temporoparicta! 
region with its base downward. The flap is cut 
deep, freed from the bone, and turned down. An 
opening 2 or 3 cm. square is then made in th 
cranium with the electric saw, directed by Parla- 
vecchio’s special saw guide, the craniectomy is 
completed by a few strokes of the scalpel, and th 
bone is removed. Hemostasis of the diploe is ol 
tained by the usual methods. With the bistoury, 
crossed incisions are made in the dura to divide 
it into four triangular strips, each of which has as 
its base one of the sides of the square made by the 
craniectomy. These strips are turned over to the 
outside and sutured to the neighboring peri 
cranium. The external flap is then replaced ani 
sutured, only a strip of gauze being left for drainage. 
The gauze is removed the second day. F 
This method forms a permanent decompressi\: 
valve. The portion of bone removed need not meas 
ure more than 3 by 3 cm. W. A. BRENNAN. 


Anwyl-Davies, T.: Tumor of the Right Petrous 
Bone. Lancet, 1921, cci, 1323. 

The patient whose case is reported was a man, 
aged 47 years, who had been losing weight and be 
coming deaf for one year. Ten months previous to 
examination he noted a small lump in the right sid 
of the neck near the angle of the jaw. Pain soon de- 
veloped and gradually extended up the neck and 
over the right side of the scalp and forehead. About 
a month previously he developed diplopia, which 
was soon followed by drooping of the right eyelid. 
He noticed also anesthesia of the right side of the 
face and began to have severe headaches and in 
somnia. 

Examination revealed complete paralysis of the 
third, fifth, and sixth cranial nerves and partial 
paralysis of the first, fourth, eighth, ninth, tenth, 
and eleventh nerves. A hard gland the size of an 
egg was found between the angle of the jaw and the 
anterior border of the sternocleidomastoid on the 
right side, and a chain of hard small glands along the 
anterior border of the right trapezius. 

There were three possible locations in which a 
lesion could cause such widespread involvement: the 
medulla near the nucleus of the fifth nerve, the 
cerebellopontine angle, and the petrous portion 
of the temporal bone. That a medullary growth was 
not responsible was indicated by the absence of 
interference with the centers controlling the heart, 
respiration, temperature, and sugar metabolism. 
The absence of a lesion of the cerebellopontine 
angle was indicated by the absence of severe head- 
ache, vomiting, optic neuritis, and symptoms of 
cerebellar pressure, such as nystagmus, ataxia, 
weakness, and vertigo. 

It is pointed out that a growth, at most 1 in. in 
length, which extends backward from the apex of 
the petrous bone, may affect all the cranial nerves 
except the second and twelfth. In this case only the 
second, seventh, and twelfth nerves had escaped. 
The immunity of the seventh was due probably to 

















its superior powers of resistance and the fact that it 
lies on the eighth nerve and is separated by it from 
the bone. 

Several possibilities as to the nature of the disease 
were considered, viz., sarcoma, carcinoma, gumma, 
tuberculosis, enchondroma, a fibroid growth, and a 
hydatid cyst. The glands of the neck seemed to 
indicate malignancy, particularly carcinoma _be- 
cause of the relatively slow rate of growth. The 
treatment could be only palliative and the prognosis 
was extremely poor. H. E. Bozer, M. D. 


Gamberini, C.: The Treatment of Traumatic 
Epilepsy (Trattamento dell’epilessia traumatica). 
Riforma med., 1921, XXXvii, 1170. 

The author has been able to collect seventy-one 
cases of cranial injury treated by operation. Epilep- 
sy developed in forty-four (61.97 per cent). In 
thirty-four it developed immediately or soon after 
the injury, and in ten, two or three years later. In 
six of the cases of epilepsy the injury occurred in the 
frontal region (dura intact in one; cerebral lesions 
in five); in thirty-four it occurred in the central 
cranial region (dura intact in six; cerebral lesions 
in eighteen); and in four it occurred in the occipital 
region. 

In six cases of wounds with a cranial breach the 
epilepsy was treated by simple denudation without 
cranioplasty. This caused improvement, recovery, 
and late disappearance of the epilepsy in three 
cases respectively but failed in two cases. 

In three cases the cranial defect was repaired. In 
one case there was no improvement, but in the two 
others recovery resulted. 

Treatment by excision of the wound in the first 
stage and a cranioplasty performed from a few 
months to two years later in seventeen cases re- 
sulted in recovery in eight, improvement in four, 
and failure in two. In three, the epilepsy recurred 
late. 

The total number of cases of epilepsy operated 
upon was thirty-three. Of these, fifteen were cured, 
five benefited, and thirteen not benefited. Twenty- 
seven of the operations were cranioplasties; fourteen 
resulted in a cure, five caused improvement, and 
eight had no effect. 

Sixteen cases of cranial lesions with nervous dis- 
turbances not true manifestations of epilepsy were 
treated by cranioplasty. Two were not benefited, but 
in the fourteen others there was improvement or 
disappearance of the condition. Of eight cases not 
treated by cranioplasty, the condition remained 
unchanged in six and became improved in two. 

There were twelve cases of generalized epilepsy, 
twenty-five cases of Jacksonian epilepsy, and seven 
cases with nervous phenomena resembling those of 
epilepsy. 

Inevery case of cranioplasty except one the author 
has used autoplastic grafts. He draws the following 
conclusions: 

1. In cases of traumatic, Jacksonian, and general 
epilepsy removal of the recognized or presumed 
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cause (the cutaneous, meningeal, or cerebral scar, 
foreign bodies, etc.) is definitely indicated to combat 
the epileptic seizures. 

2. In these cases cranioplasty is also necessary. 
Even in the absence of recognized anatomical 
causes for the crises, the cranial decompression has 
a direct value as it often cures the epileptic dis- 
turbances. 

3. The best resuits in the repair of extensive 
defects of the cranial vault are obtained by the 
method of autoplasty in which a reversed osteo- 
periosteal strip is used. W. A. BRENNAN. 


Hagemann, J. A.: An Unusual Instance of a For- 
eign Body Penetrating the Head. /. Am. M. 
Ass., 1921, Ixxvii, 2053. 

The author reports the case of an Italian who was 
stabbed in the left temple. The weapon, a flat file 
ground to a keen edge on one side and to a sharp 
point at the end, entered the left side of the head 
about 3.8 cm. behind the external canthus and 
about 1.3 cm. above the zygomatic process of the 
malar bone. The point pierced the temporal muscle 
and the great wing of the sphenoid bone, traversed 
the floor of the orbit, penetrated successively the 
left ethmoid bone, the nasal septum, and the right 
ethmoid bone, and projected about 19 mm. into the 
postero-superior portion of the right maxillary sinus. 
At a point on the floor of the left orbit the blade 
broke and the section nearer the handle was ex- 
tracted or fell out. The presence of the pointed end 
of the dagger was not suspected until it was revealed 
by the roentgenogram. This piece was successfully 
removed at operation by approaching it from below 
through the antrum. 

FREDERICK CHRISTOPHER, M.D. 


Goljanizki, I. A.: Gases of Extraction of Foreign 
Bodies (Projectiles) from the Brain (Faelle von 
Extraktion von Fremdkoerpern (Projektilen) aus dem 
Gehirn). Silzungsb. d. Saralower chir. Ges., 1920. 

Following a short review of the literature the 
author reports three cases of extraction of projectiles 
from the brain. In the first case a shrapnel wound 
had been sustained eleven months previously. 

Immediately after the injury there were no symp- 

toms, but subsequently the patient experienced 

pain in the left side of the head during motion and 
agitation, and especially on bending down. No 
objective changes in the nervous system were ap- 
parent. The cicatricial wound of entrance of the 
shot in the upper region of the forehead to the left 
of the midline showed a slight depression of the 
bone. By means of roentgenograms taken in two 
directions, the foreign body was located in the 
occipital region, 2 cm. to the left of the midline, 
at a depth of 1 cm. from the lamina vitrea, and on a 
horizontal plane with the external occipital pro- 
tuberance and the middle of the left zygomatic 
arch. After osteoplastic exposure of the occipital 
region and palpation of the shrapnel ball in the 
brain just over the tentorium, the ball was extracted 
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through a small incision. The | perative course 
was smooth, and the patient recovered. 

The complaint in the second case was headache. 
There were no other nervous symptoms. The 
X-ray showed a bullet in the left occipital region 
just over the transverse sinus, 4 cm. from the mid- 
line and 14 cm. from the bone. After osteoplastic 
exposure the bullet was felt. by the finger just under 
the brain surface and extracted through a small 
incision. The patient was discharged well. 

The third case was that of a man who was shot in 
the right eye three and one-half months previously. 
At first there was a left hemiplegia but later this 
disappeared almost entirely. The patient com- 
plained only of slight weakness on the left side, but 
urged the removal of the bullet. On roentgenolog- 
ical examination the bullet was found in the middle 
cranial fossa at the upper border of the right pyra- 
mid. An osteoplastic trephination was done over 
the right temporoparietal region, the flap was 
reflected with a blunt hook, and a finger pushed 
along the anterior surface of the pyramid. The 
bullet was indistinctly felt almost at the tip of the 
pyramid deep in the brain substance, about 2 cm. 
from the surface. By dull dissection, the tip of the 
finger was inserted into the brain substance and the 
bullet extracted. Six days after the operation the 
patient was unconscious, and on the seventh day 
flaccid paralysis of the right extremities developed. 
After one and one-half months, however, he was 
discharged with only slight weakness of the affected 
extremities. 

On the basis of his observations, especially the 
last case, the author draws the following conclusions: 

1. Even in the absence of all symptoms, the 
presence of a foreign body in the brain, the danger 
of infection, and the patient’s request are sufficient 
indications for trephination. 

2. The value of any method of localizing a foreign 
body is only relative as even when the position 
of such a body is known exactly, it may be necessary 
to approach it by a very indirect route if injury to 
important structures (ventricles and vessels) is to 
be avoided. 

3. The best and most generally used aid in 
locating a foreign body is the roentgenogram taken 
in two directions. 

4. Superficial and deep palpation of the brain 
with the finger is one of the most delicate methods of 
searching for foreign bodies in the brain. 
RIESENKAMPFF (Z). 


Gamble, H. A.: The Treatment of Brain Injuries. 
Internat. J. Surg., 1921, xxxiv, 429. 


After remarks on the pathologico-physiological 
changes induced by trauma to the brain, the author 
classifies cranial injuries into three groups: (1) 
those due to concussion, (2) those due to com- 
pression, and (3) those due to contusion. 

Clinically the orderly sequence of symptoms usu- 
ally described as characteristic of increased intra- 
cranial pressure is not always present. Marked man- 
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ifestations of cortical excitation may be present in 
an advanced and serious condition. There may 
be focal paralysis even with a high degree of intra- 
cranial pressure. 

The most certain diagnostic symptoms of in- 
creased intracranial pressure are: (1) an increase in 
the spinal fluid pressure; (2) a progressive rise in the 
blood pressure; (3) a progressive slowing of the 
pulse. Other conditions indicating cranial injury 
are focal symptoms, the eye-ground appearance, 
bleeding or loss of cerebrospinal fluid from the 
ears or nose, orbital hemorrhage, and the local ap- 
pearance of the area of trauma. 

The author warns against delaying operation 
when the three symptoms previously mentioned 
are present, and reports the histories of two cases in 
which death was due to such delay. Operation 
should not be performed during profound shock or 
delayed until a falling blood pressure, rapid pulse, 
and Cheyne-Stokes respiration indicate approaching 
death. 

Operation is indicated in cranial injuries for the 
relief of pressure, the control of hemorrhage, the 
removal of foreign bodies, and the prevention of 
infection. The operative site is determined by the 
local wound or focal symptoms. If both are absent. 
a subtemporal decompression is best to find the 
hemorrhage and to drain the middle fossa. 

Very important points in the operative technique 
are the wide opening of the dura for its decom- 
pressive effect after evacuation of the clot and 
elevation of the bone and, in cases of extensive 
trauma, the establishment of drainage. In the 
author’s opinion removal of the bone flap is not 
necessary to obtain decompression of the opened 
dura. 

Compound fractures of the skull should be op- 
erated upon as soon as the patient’s condition will 
permit. When there is marked damage to the brain 
tissue the wound must be left open to provide the 
freest possible drainage. 

The author quotes Cushing’s description of 
débridement of war cranial injuries. 

Gamble prefers local anesthesia preceded by 
morphine and scopolamine if the patient is not al- 
ready in a stupor. 

The mortality of 50 to 69 per cent can be reduced 
by earlier recognition of the symptoms and im- 
proved technique. 

The author reports forty cases. In the twenty-six 
operated upon there were seven deaths, a mortality 
of 26.9 per cent. Two patients died from meningitis, 
three from paralysis of bulbar centers due to delay 
of operation, one from brain abscess, and one from 
extensive destruction of brain tissue. Of the four- 
teen patients not operated upon, eight had symp- 
toms of concussion, possibly of contusion, but had 
no symptoms of increased intracranial pressure; 
three had a fracture of the base without pressure 
symptoms; two died from extensive brain injury; 
and one died with symptoms of compression in the 
cerebellar region. 

















The most frequent complications, aside from the 
loss of function of the damaged brain tissue, are 
meningitis, brain abscess, and cerebral hernia. 

Wa ter C. Burkert, M. D. 


Izquierdo, M.: A Case of Atypical Cerebral Local- 
ization (Un caso de atipia de localizacié6n cerebral). 
Rev. méd. de Sevilla, 1921, xl, 18. 


The case reported was that of a man, 49 years of 
age, who had facial and ocular motor paralysis and 
trigeminal neuralgia. A_ peripheral lesion was 
suspected as the symptoms of a central lesion 
would have been more complex. The lesion was 
believed to involve the aqueduct of Silvius and the 
fourth ventricle. As the patient’s history suggested 
syphilis, he was placed on specific treatment. 
Death occurred suddenly from cerebral haemorrhage 
several days later. 

The autopsy disclosed a large hemorrhagic focus 
in the aqueduct of Silvius on the right side. The 
meninges of the brain were held by temporal and 
parietal adhesions, and the cerebral substance of the 
temporal lobe was softened. 

While the ocular motor paralysis is easily ex- 
plained by the softening of the temporal lobe and 
the meningitis, no explanation could be found for 
the absence of symptoms attributable to the 
destruction of the temporal and parietal lobes. 
According to modern theories, the speech center in 
the left hemisphere is situated only in the zone of 
Wernicke and lesions of this zone should give rise to 
aphasia (Wernicke’s aphasia). The author agrees 
with Marie that there must be a center of localiza- 
tion in both cerebral hemispheres, and that a double 
lesion or some inhibitory action must be necessary 
for loss of function. W. A. BRENNAN. 


Spaar, E.C.: A Case of Bilateral Cerebellar Abscess 
with No Localizing Symptoms. Indian M. Gaz., 
1921, lvi, 451. 

The patient was a Singhalese girl, 8 years of age, 
who was admitted to the hospital January 17, 1921 
in a semi-conscious condition with a history of fever 
of six days’ duration and inability to speak. The 
child had been in perfect health until two months 
previous to admission, at which time she had a fall. 
That night she was inclined to be quiet and com- 
plained of vague pains all over the body, but more 
marked along the spine and in the neck. She slept 
during the entire next day, though she complained of 
no discomfort. Under native treatment she was re- 
stored to her usual health in ten days. 

A month later certain peculiarities in disposition 
became noticeable. She was easily irritated, cried 
for no apparent reason, showed a great aversion to 
sweets, for which she usually had a great liking, was 
not particular about taking her meals, became fond 
of visiting dark places, would sometimes lie down 
gazing at the roof, and shunned her friends. During 
the six days prior to her admission to the hospital 
she had fever in the evening; no definite information 
could be obtained as to any rise in the morning. 
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During this period she was extremely irritable, 
shunned bright objects, closed her eyes, doubled her 
body, supported her head with her hands, and cried 
frequently that her head was being crushed. She 
complained also of a bitter taste in her mouth. 
There was no chill, rigor, or fit before or during the 
attack of fever. When the temperature dropped in 
the morning she moved about comfortably, though 
with the spine and neck held rigid. On the morning 
of her admission to the hospital she rose from bed at 
about 5 o’clock and kept looking at the roof. Sud- 
denly she called out, held her head with her hands, 
vomited once, and fell unconscious. Her body was 
held rigid and doubled up and her neck was re- 
tracted and stiff. 

On examination the patient was unconscious with 
the head retracted, the eyes partially closed, and 
the extremities cold. The pupils were dilated and 
there was a tendency to conjugate deviation of the 
eyes to the right with slow nystagmoid movements 
and external strabismus. The knee jerks were ex- 
aggerated and ankle clonus and the Babinski sign 
were present. The femoral glands were tender but 
not enlarged. Rales were heard over the bases of 
both lungs. The heart was normal. 

A diagnosis of tuberculous meningitis was made. 
By lumbar puncture 25 c.cm. of slightly turbid fluid 
were removed. This contained a trace of albumin 
and a few lymphocytes and polymorphonuclears. 

The patient died January 21. Postmortem 
examination showed tuberculous abscesses in both 
the lobes of the cerebellum. One was extensive, 
occupying the greater part of the left lobe. Miliary 
tubercles were found about both sylvian fissures and 
in the left temporosphenoidal lobe. The lateral 
ventricles were much dilated and filled with cerebro- 
spinal fluid. 

The remarkable feature of this case was the 
absence of symptoms indicating cerebellar abscess. 
The decubitus in the early stage of the illness was 
characteristic of tuberculous meningitis—Stocker’s 
sign. Instead of paresis of the limbs there was 
rigidity. The paralysis of the sixth cranial nerve 
was a sign common to tuberculous meningitis as 
well. Even the nystagmus, which might-have been 
such a valuable sign in the diagnosis of cerebellar 
abscess, lost its significance because of its temporary 
duration, the presence of the meningitis, and the 
loss of consciousness which rendered more definite 
testing impossible. Other interesting features were: 

1. The very trifling prodromal symptoms during 
the period of the tuberculous invasion of the menin- 
ges, although the presence of several classical symp- 
toms in the latter part of the period might have 
suggested the nature of the illness to a careful 
observer. 

2. The very abrupt onset of the terminal stage of 
the disease with vomiting and sudden loss of con- 
sciousness. 

3. The temperature, which steadily rose from the 
time of the patient’s admission to hospital until her 
death. 








4. The probable absence of a primary focus for 
the tuberculous meningitis. The bronchial and 
mediastinal glands and the lungs were normal. The 
middle ears were not examined, but there was noth 
ing to suggest middle-ear disease. 

MARGARET I. MALONEY. 


Linck: The Clinical Aspects and Pathology of Brain 
Abscesses (Beitrag zur Klinik und Pathologie der 
Hirnabscesse). Deutsche Ztschr. f. Chir., 1921, clxvi, 
65. 

Linck reports three cases of otitic abscess and one 
case of traumatic abscess of the brain, in two of 
which death occurred after operation. 

In cases of depression fractures with shattering 
of the brain and opening of the cranial cavity it is 
sasy to determine the cause of the abscess, but 
otitic sources are more difficult to discover. In 
the latter type of case consideration must be taken 
of: (1) extension of the infection by continuity; 
(2) the development of the abscess as a metastasis 
through the blood or lymph stream; and (3) indirect 
metastasis through the general circulation. As a 
rule the infection is spread by way of the second 
route, being conveyed by the pia and mastoid veins. 
The fact that our knowledge regarding the relation- 
ship of the vascular system of the endocranium 
with the base of the skull is still very imperfect 
adds to the difficulty in coming to any conclusion. 
A true abscess membrane is not necessarily a sign 
that the process has limited itself. Rupture of this 
membrane may occur at any time and lead to diffuse 
encephalitis. 

An abscess that lies in a so-called silent region is 
the most difficult to diagnose. While its presence 
may be recognized, it is impossible to determine its 
location. The examination of the spinal fluid is of 
importance for it is certain that a lymph stream runs 
from the neighborhood of the abscess to the ven- 
tricle, and from the presence of pathologic constitu 
ents in the fluid one may draw conclusions as to 
whether the abscess is limited by a membrane or 
surrounded by a zone of encephalitis. From the 
presence of a choked disk conclusions may be drawn 
as to the site of the lesion. 

The treatment presents the following problems: 
(1) the removal of the original focus; (2) the dis- 
covery and removal of the abscess cavity; (3) the 
emptying and care of the abscess cavity. In the 
search for the abscess a syringe with a thick needle is 
used. The author has discarded the usual method in 
which the abscess is opened with the scalpel, dress 
ing forceps are introduced and their blades spread, 
and a drain is inserted blindly. He proceeds with 
greater care. Close to the puncturing needle he 
tears the dura, advances a Lucae bayonet forceps 
along the cannula, introduces a Voltolini speculum, 
and by the aid of a head-light cleanses the abscess 
cavity by gentle swabbing. He then seeks all the 
inlets of the affected area and, guided by the eye, 
loosely tampons all crevices. The tampon is changed 
every two or three days and the tamponade by 
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speculum is continued until the cavity is lined with 
healthy granulations and reduced in size. This 
method is useless and impossible when marked 
cedema and progressive encephalitis are present. 
‘ FISCHER (Z 
Neuhof, H.: Giant Endothelioma of the Medulla: 
Suboccipital Craniotomy and Removal of the 
Arches of the Atlas and Axis under Local 
Anesthesia. Surg. Clin. N. Am., 1921, i, 1602. 

The case reported was that of a woman, 38 years 
old, who had persistent occipital headache, pro 
gressing paralysis of the extremities, bladder dis 
turbance, and dyspnoea. 

Physical findings of importance were atrophies and 
paralysis of all four extremities, more marked on the 
right side; absence of the superficial reflexes; marked 
reduction of the deep reflexes; a decrease or loss o/ 
sensation over the entire body except the face and 
anterior half of the scalp; limitation of motion of the 
head with wasting of some of the neck muscles: 
lateral nystagmus; paralysis and fibrillary twitchings 
of the right half of the tongue; and diaphragmati: 
respiration. The diagnosis of medullary tumors is 
difficult. The diagnostic points in this case were the 
headache, loss of sensation, quadriplegia, and the 
presence of a rounded prominence in the region of 
the second and third cervical vertebra which could 
be felt through the pharynx. 

The X-ray is apt to be deceiving because if it 
shows arthritis or exostoses it may lead to the con 
clusion that these are the cause of the symptoms 
noted. 

In the case reported operation was undertaken to 
relieve the impending respiratory failure which con 
tra-indicated general anesthesia. Novocaine was 
used. 

The patient was placed in the prone position with 
the shoulders up to the end of the table and her head 
supported in the lap of an assistant. A cross-bow 
incision was made as for a suboccipital craniotomy 
The lower part of the occipital bone, the posterior 
three-fourths of the rim of the foramen magnum, 
and the arches of the atlas and axis were removed. 
The bleeding is less profuse under local than under 
gencral anesthesia. 

When the dura was incised, considerable spina! 
fluid under high pressure escaped but the patient's 
condition remained unchanged. A firm, rounded, 
reddish-gray tumor was then found occupying most 
of the spinal canal and crowding the medulla and 
upper cord far over to the left. The major part of 
the tumor extended in front of the medulla and up 
ward under the cerebellar lobes and could not be 
removed without further damage to the medulla. 
The medulla and cord were compressed to less than 
half the normal diameter. Bleeding from the cut 
surface of the tumor was controlled by pressure. A 
radium needle was hooked into the growth, to be 
removed later by means of the attached thread. 
The dural incision was left open and the wound 
closed by layers. 
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There was no postoperative shock, but respiration 
ceased after thirty-six hours and the pulse ten 
minutes later. 

At the postmortem examination the tumor was 
found to measure 3 by 4 by 5 cm. and to be attached 
to the dura anterior to the medulla. Pathologic 
examination showed it to be an endothelioma. 

Marcus H. Hosart, M.D. 


Dandy, W. E.: The Treatment of Brain Tumors. 
J. Am. M. Ass., 1921, \xxvii, 1853. 


The points in this article may be summarized as 
follows: 

1. Brain tumors are among the most frequent neo- 
plastic lesions: their growth is always progressive 
and usually leads to grave sequele and eventually 
to death. 

2. There is only one form of treatment for tumors 
of the brain, i.e., operative removal, and this must 
be complete. 

3. To obtain the best operative results. brain 
tumors must be diagnosed and localized in their 
earliest stages. 

4. It is now possible to diagnose and localize prac- 
tically every tumor in its early stages. When all 
other signs and symptoms fail, cerebral pneumog- 
rapy will make the diagnosis and localization accu- 
rately: and definitely, and when atumoris not present 
will exclude the condition. 

5. The operative approach will be dictated by the 
precise localization. The approach should afford 
adequate room, and should be directly over the 
tumor. 

6. After correct localization, all brain tumors 
should be disclosed at operation. 

7. Every effort should be made to effect a cure by 
complete extirpation of the growth. The mortality 
of carefully performed extirpations is lower than 
that of unsuccessful explorations. When it is im- 
possible or unjustifiable to remove the tumor, the 
maximum palliative relief should be given at the 
same operation. 

8. Decompressions, routinely performed, are 
among the most harmful and indefensible operations 
in surgery. They should never be performed for 
unlocalizable tumors. In such cases they are equal 
to the administration of morphine for abdominal 
= as they mask the symptoms until it is too 
ate. 

9. Decompressions should be performed only as a 
last resort, i.e., when the tumor cannot be removed, 
and then should be done only after the location 
of the tumor is known. In half of the cases of 
brain tumor no good can possibly be derived from 
a decompression. 

10. Exploratory craniotomy for brain tumor is 
scarcely ever indicated. The tumor should be accur- 
ately localized before operation is attempted. 

11. Scientific accuracy must supplant guesswork 
in the diagnosis and treatment. The treatment can 
be only the direct, prompt, and efficient eradication 
of the cause. FREDERICK CHRISTOPHER, M. D. 
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Magnus, V.: The Clinical Aspects and Results of 
Brain Surgery (Beitraege zur Klinik der Hirnchir- 
urgie und Resultate). Norsk Mag. f. Legevidensk., 
1921, lxxxii, 3. 

This article is based on cases in the author’s 
private practice. From 1903 to 1920 there were 195 
operations for cerebral tumor in 112 cases. Sixteen 
of the patients died, a mortality of 8.1 per cent; 
twelve patients were cured and forty-eight were re- 
lieved of severe pain and retained their power of 
vision for the rest of their lives, from one-half to 
five years. 

Of twenty patients operated on for epilepsy, one 
died, two were cured, and two were benefited. The 
condition of the rest remained unaltered. Two cases 
of secondary traumatic subdural hemorrhage and 
two cases of traumatic meningitis serosa were cured. 
One case of traumatic hemiplegia and two cases 
in which a palliative trephination for cephalalgia 
was done remained entirely unaltered. One case 
of cephalalgia associated with scaphocephalus and 
one case of cephalalgia associated with achondro- 
plasia were cured. In thirty-one cases of trigeminal 
neuralgia treated by extraction of the pontine root 
or resection of the gasserian ganglion there were 
thirty cures and no deaths. Magnus gives the his- 
tories of the 112 cases of cerebral tumor. He draws 
the following conclusions: 

1. Palliative trephination should be done as soon 
as a diagnosis of brain tumor and choked disk is 
made and there are no definite focal signs or symp- 
toms of metastasis. The earlier trephination is 
performed the better the chances of preserving 
sight. The dura mater should always be opened to 
the greatest possible extent. 

2. In typical cases of Jacksonian epilepsy an 
exploratory craniectomy should be undertaken even 
in the absence of choked disk. 

3. Operation should be performed as soon as pos- 
sible when epileptic convulsions increase in fre- 
quency, when paralysis is progressive, when the 
patient complains of dimness of vision, and when, 
on the whole, there are signs of increased brain 
pressure. 

4. In cases of deep tumors only craniectomy with 
the formation of a large trephination opening, re- 
moval of the bone, and wide opening of the dura 
should be undertaken. 

5. When the dura is found to be tense the lat- 
eral ventricle should be punctured before the dura 
is opened. 

6. In traumatic epilepsy trephination and open- 
ing of the dura are indicated. 

7. In cases of continuous headache following 
injury to the head ophthalmic examinations should 
be made at intervals of a week. If choked disk is 
found, palliative trephination is indicated. 

8. Peripheral operations for trigeminal neuralgia 
are useless. Injections of alcohol are far more effec- 
tive. If these no longer give relief, the pontine root 
of the gasserian ganglion should be removed. 

Koritzinsky (Z). 
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Moure, P.: Facial Autoplasty by Means of Scalp 
Flaps with Long Pedicles from the Temporal 
Region (Les autoplasties faciales par lambeaux de 
cuir chevelu a longs pédicules temporaux). Presse 
méd., Par., 1921, Xxix, 1021. 

The use of the scalp to repair losses of substance 
in the face is of relatively recent date. The author 
has made several facial restorations by this method 
and has obtained excellent results. 

The scalp furnishes richly vascularized flaps and, 
in addition, hairy grafts with which the moustache 
and beard can be replaced. The method described 
is applicable to lesions of such extent that the use of 
tissue from the immediate vicinity is impossible. 
It can be employed to restore the upper and lower 
lips, the chin, and the cheek, and especially the buc- 
cal commissura. The scalp graft may be cut so as 
to leave a temporal pedicle containing the temporal 
artery; this arterial irrigation assures remarkable 
vitality. The flap is cut long from one temple to the 
other, swung around on its pedicle, and brought 
down to the spot where it is to be applied. Follow- 
ing its fixation to the freshened edges of the defect 
it rapidly forms vascular connections. It is not sep- 
arated from its pedicle for from fifteen to twenty 
days. During this period the cranial surface from 
which it was removed must be kept covered with 
compresses soaked with sterile oil. There is not a 
centimeter of loss because any part of the strip 
not used to replace the loss of substance may be 
replaced on the cranium. The scars resulting 
from sutures are rapidly hidden by the growth 
of hair. 

Several cases operated upon in this manner are 
described and illustrated. In the first case a very 
large cheek defect was successfully covered and 
fifteen months later the graft had acquired perfect 
suppleness. In the second case the graft was used 
to replace the moustache. When the scalp strip is 
first sectioned from the pedicle any hair on it usually 
falls out but grows again later on. Some re-touch 
operations may be necessary. 

The author is satisfied that the use of long-ped- 
icled scalp grafts is of great value for the repair of 
facial defects. In the cases of women the temporal 
pedicle may be replaced by an occipital pedicle and 
the graft taken from the shoulder region. 

W. A. BRENNAN. 


Gibson, A.: Facial Paralysis. Surg., Gynec. & Obst., 
1921, XXXill, 472. 

Facial paralysis is a serious disability because of 
psychic and physical complications. Its gravity, 
prognosis, and treatment depend upon its cause 
and site. A study of the sensory characteristics of 
the facial nerve has been made by Hunt. 

Paralysis results from interference at any point 
between the lowest motor cortex of the facial mus- 
culature and the ultimate distribution of the fibers. 
A lesion at any point between the nucleus and the 
point of exit from the pons may cause disturbance 
of the sixth nerve or a crossed paralysis. A lesion 
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between the pons and the fallopian aqueduct caus: 

involvement of the eighth nerve or hyperacusi 
due to paralysis of fibers to the stapedius muscl 

A lesion in the aqueduct causes disturbance of thi 
chorda tympani. Following separation of the chorda 
tympani there is complete motor paralysis (Bell's 
palsy) without disturbance of taste or hyperacusis 

Causes of supranuclear paralysis are brain tumor, 
abscess, and cerebral hemorrhage. Nuclear paral) 
sis suggests syphilis. Diphtheria and poliomyelitis 
may be associated with paralysis. Infranuclea: 
paralysis may have its origin in a tumor or hemor- 
rhage in the pons, or a tumor of the cerebellar pon 
tine angle, but the three most common causes ar 
simple neuritis from exposure to cold, acute or 
chronic otitis media, and trauma (especially that of 
the mastoid operation). Bilateral paralysis is un 
common and of uncertain origin. 

Cases of simple neuritis due to exposure or Bell's 
palsy and cases of localized ocdema from a reactiv« 
process following operation usually clear up. When 
numerous branches arise near the point of damag: 
the outlook is not so favorable. Upper neuron 
cases and sudden complete paralysis following « 
mastoid operation which do not clear up in six 
weeks are not apt to recover spontaneously. The 
presence of a faradic response is always a hopeful 
sign. After complete nerve severance the reaction 
of degeneration appears in two weeks. Quantitative 
measurement of electrical response is of more prog 
nostic value than qualitative response. 

When facial paralysis is secondary to brain tumor, 
cerebral hemorrhage, or hemiplegia, attention to 
the primary condition is essential. Cases of Bell’s 
palsy or of spontaneous recovery are treated only by 
facial muscle massage and galvanism (although oi 
doubtful value). Permanently complete paralysis 
demands surgical care. Operative procedures at 
tempt either to remedy the main disadvantages from 
defective musculature by plastic muscle and fascia 
transplantation or to innervate the muscles by nerve 
anastomosis. 

Plastic operations are advisable when nerve 
anastomosis has definitely failed or only one nerve 
branch has been injured; and are performed to 
elevate either the eyelid or the angle of the mouth. 
Plastic methods of Lexer, Stein, Jianu, and Busch 
Momberg are mentioned. Muscles elevating the 
angle of the mouth are most important, those elevat- 
ing the lower eyelid next in importance, and the 
group acting upon the forehead and eyebrow least 
important. 

Nerve anastomosis affords more equal muscle 
innervation and produces a less visible scar. Care- 
ful end-to-end anastomosis usually gives at least 
some recovery of function. Lateral implantation 
fails clinically. The author reviews the literature on 
faciospinal accessory and faciohypoglossal anasto- 
mosis. Frazier and Spiller recognize three stages of 
improvement: (1) restoration of normal muscular 
tone, which is to be expected ordinarily and war 
rants operation; (2) voluntary control over individ- 

















ual muscles; (3) complete recovery, which is more 
probable in young persons. 

The author describes operative procedures for 
jasciohypoglossal anastomosis. In order not to in- 
jure the fibers, the finest non-cutting needles thread- 
ed with fine silk—preferably a strand of the finest 
Chinese twist silk—are used to stitch the sheaths 
of the nerves together. Even the finest catgut lacks 
sufficient flexibility and is apt to bruise the nerve. 
lhe experimental work of Sargent and Greenfield 
shows that fine silk is less irritating than plain cat- 
gut. No special bed or covering is prepared for 
the anastomosis. The author gives the records of 
vight cases. 

Gibson states that muscle tonus and voluntary 
movement will probably return. Emotional move- 
ment of the face is usually absent. It is necessary 
to educate the tongue cortex to perform the complex 
duties of the facial cortex. After middle life the 
formation of new paths with new duties is imper- 
fectly accomplished. Under intelligent self-educa- 
tion of the facial muscles, emotional movement may 
be regained. For this purpose the hypoglossal is 
preferable because in emotional expression speech 
is used rather than the sternomastoid and trapezius 
muscles, tongue movements are finer than shoulder 
movements, and the proximity of the speech center to 
the facial cortex may favor association paths. The 


absence of the sensation of taste is usually unnoticed — 


by the patient. The loss of the motor function of 
half of the tongue in mastication, swallowing, and 
speech leads to no material inconvenience and be- 
comes less noticeable. The appearance of the tongue 
is of no importance. On the other hand, loss of 
power in the sternomastoid and trapezius muscles 
produces deformity and discomfort. 
WALTER C. BurkeEt, M, D. 


Van Allen, C. M.: Transorbital Puncture of the 
Gasserian Ganglion. Ann. Surg., 1921, Ixxiv, 
525- 

The contest for supremacy between chemical 
neurectomy and operative neurectomy has been 
fought for thirty-five years. Although operative 
neurectomy is undoubtedly the method of choice at 
present, a conservative view must concede the 
possibility that further observations and improve- 
ments in the technique may reverse this decision. 

Any effort to improve and simplify the technique 
of the injection of the trigeminus will be valued not 
only for the help it may afford in the treatment of 
trigeminal neuralgia, but also because of its obvious 
usefulness in nerve block anesthesia for the difficult 
technical operations within the zone of distribution 
of the fifth nerve. The latter is probably its most 
fruitful field of usefulness. 

A large amount of work has been done in an ef- 
fort to overcome the uncertainties and eliminate the 
dangers of ganglion puncture by way of the foramen 
ovale. Any method of approaching the ganglion 
through the foramen ovale is lacking in two impor- 
tant respects—there is no natural, easily followed 
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pathway leading to the foramen and no limiting 
boundary to indicate the proper depth of penetra- 


- tion. 


This article presents a hitherto untried avenue of 
needle approach to the gasserian ganglion which will 
satisfy these two primary requirements and at the 
same time remain within the boundaries of reason- 
able safety. The approach is the orbit, the path 
followed is the medial orbital wall, and the portal of 
entrance to the cranial cavity is the sphenoidal fis- 
sure. The needle is guided by the sense of touch 
along a smooth bony surface until its progress is 
obstructed by the bony fossa lodging the gasserian 
ganglion. The needle is separated from the delicate 
structures of the orbit by the medial rectus muscle, 
and in the sphenoidal fissure it occupies the lower 
compartment which contains no nerves or vessels. 

Special emphasis is placed upon the fact that 
Meckel’s cave can hold only a few drops of fluid and 
any excess flows freely backward along the nerve 
trunk into the subarachnoid cistern at the base 
of the brain. This occurrence is inevitable when 
fluid is injected into the gasserian ganglion by any 
method in greater quantity thano.5 c.cm. Many 
instances are on record of ganglion punctures by the 
techniques of Harris and Haertel in which there 
were undoubted symptoms of irritation of the 
structures in the basilar cistern, principally the 
third, fourth, sixth, seventh, and eighth cranial 
nerves. This danger offers the one serious objection 
to alcoholization of the gasserian ganglion. 

On the basis of punctures on cadavers, the author 
concluded that, from an anatomical standpoint, the 
technique described showed an efficiency of about 
go per cent. 

In four out of five clinical cases in which it was 
tried the method was successful in producing anzs- 
thesia of the entire trigeminal field. Whether suc- 
cessful or not, the passage of the needle in these 
instances inflicted no serious damage. The orbital 
portion of the route was entirely painless, but the 
passage behind the orbit was intensely painful. 

The striking of cerebrospinal fluid at the end of 
the passage indicates that the cave of Meckel is 
reached and that injection of the solution will in- 
volve the ganglion root. The striking of blood indi- 
cates clearly that the needle has stopped within 
the cavernous sinus and that all further attempts to 
reach the ganglion should be abandoned. If the 
puncture is dry, the needle has entered the lower 
part of the ganglion below Meckel’s cave, and an 
injection of solution will flow upward into the cave 
and thereby infiltrate the nerve root, or the needle 
missed its mark and has come to lodge in some non- 
vascular tissue. 

It is evident that any injury inflicted upon the 
root of the ganglion by the injection of alcohol will 
he shared to a less extent by neighboring nerves. 
This is true whatever approach or technique is used. 
Transorbital puncture is no exception. Accord- 
ingly, until some means is discovered to prevent this 
widespread diffusion of the alcohol the author is 
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unable to recommend the puncture for the treat- 
ment of trigeminal neuralgia. In the meantime, 
however, the results of this work, both anatomical 
and clinical, have led him to believe that trans- 
orbital puncture of the gasserian ganglion fur- 
nishes a relatively simple means of securing block 
anesthesia for operations in the territory supplied 
by the trigeminus which is fully justified when 
general anesthesia is contra-indicated. 
FREDERICK CHRISTOPHER, M.D. 


Monnier, E.: Operations for Cleft Palate (Ueber 
Gaumenspalten-Operationen). Schweiz. med. Wchn- 
schr., 1921, li, 970. 


The author reports the results in ninety cases of 
cleft palate operated upon by hmself. The treat- 
ment has a double task: (1) the correction of the 
malformation, and (2) the realization of the best 
possible function. Function will be poor if the oper- 
ation is undertaken too late. Moreover, cleft pal- 
ates that are not operated upon are a considerable 
danger; children so affected usually suffer from dis- 
turbances of nutrition, diseases of the respiratory 
tract, and lowered resistance. Therefore early oper- 
ation is urgent. 

In infancy the bones of the face are still easily 
molded. Later they become more unyielding be- 
cause of greater calcification. Many surgeons, how- 
ever, see a contra-indication in the fact that as a rule 
infants withstand operation poorly. Others are 
restrained also by the technical difficulties and the 
belief that the delicate tissues dealt with do not have 
the necessary resistance. Such considerations are 
only partially justified. When the infant is given 
proper care its tolerance is surprisingly great, and 
if the surgeon has had sufficient experience, the 
technique of the operation is not very difficult. Good 
preparation of the patient and the prevention of the 
aspiration of blood are absolutely essential. 

In the author’s opinion the best time for operation 
is the end of the first or the middle of the second 
year. If harelip and malformation of the jaw are 
associated conditions their correction must be un- 
dertaken very early as the pressure of the sutured 
borders of the lips has a formative influence upon 
the superior maxilla. Unfortunately it is not. pos- 
sible to achieve the continuity of the split parts very 
early by means of a prosthesis as the teeth are still 
absent. 

According to Drachter, three stages of cleft palate 
are distinguished. The first stage begins at birth 
and ends at the closure of the harelip. During this 
period the edges of the cleft are parallel and the 
uvular flaps are turned toward each other. The sec- 
ond stage is that of the most favorable width of the 
cleft. The cleft is triangular, its edges are still 
parallel in the region of the soft palate, and the uvu- 
lar flaps are turned toward each other. If the cleft 
is left to itself, the third stage sets in. In this the 
separation always increases and the uvular flaps 
diverge. The most favorable time for operative 
closure is the second stage, which lasts approximate- 
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ly from the first to the third year of life. At any rate, 
the closure should be done before the time of physio- 
logical speech. 

The author’s cases were operated on according to 
the Langenbeck-Baiseau method exclusively, which 
produced a very good result even when the cleft 
was very wide. When primary union appeared un- 
certain the operation was done in two stages. In 
Monnier’s opinion, the advantage of the two-stage 
procedure is considerable. In the first stage the 
flaps are separated as usual. From five to eight days 
later they are freshened and united by suture. After 
the first stage, the flaps apply themselves to the 
support to which they are only slightly adherent 
and thereby become thicker. Small and accidental 
necroses of the edges can be easily removed in the 
second stage. In the second stage the absence of 
disturbing hemorrhage is very advantageous. 

Too great mobilization of the mucoperiosteal 
flaps is done at the expense of the stretched muscular 
elements. Tenotomy and chiseling off of the ptery- 
goid hamulus should be avoided. Sufficient mobili- 
zation is obtained by a slow stretching of the muscle 
bundle with the tip of the finger. The separation at 
the posterior edge of the alveolar process should be 
done most carefully. It is advantageous to extend 
the incision widely into the mucosa of the cheek so 
that the posterior palate portions can be well dis- 
placed. Prolapse of the corpus adiposum mala 
caused thereby is of no consequence. The pedicle 
of the anterior flap must be formed very carefully 


_even though it plays a minor part in the nutrition 


of the flaps. A flap that is too narrow may tear 
secondarily but such a flap does not become necrotic. 
The cleft edges were freshened only after the com- 
plete mobilization of the flaps because this can be 
done much more exactly when the flaps are freely 
movable. 

The best suture union is the exact knot suture 
with the finest silk strengthened by two or three 
protective sutures of thicker silk. The author uses 
the long-shanked needle holder of Helbing exclusive- 
ly and a long-necked Hagedorn for the anterior part. 
First of all the uvula must be very carefully sutured. 
Usually this requires four or five stitches in the front 
and three stitches at the back. The uvula heals 
rapidly and prevents the separation of the anterior 
suture. The whole suture requires fifteen to twenty 
knots. Horsehair, recommended by Helbing, is also 
very useful. In most cases the author applied a 
sterile linen bandage around the flaps at the end of 
the operation. He does not believe that this will 
cause the formation of lateral fistula. The rolling-in 
of the flap edges must be carefully avoided. 

All the operations were done under light chloro- 
form anesthesia induced by means of a catheter 
inserted in the nares, the head hanging down. 

Monnier’s cases included fifteen complete clefts 
with protrusion of the intermaxillary bone, thirty 
complete clefts with clefts of the alveolar process, 
thirty-four subtotal clefts, and eleven clefts of the 
soft palate only. A harelip operation had been done 
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previously in sixty-five cases. Twenty-two cases 
were operated upon during the first or second years 
of life. In the ninety cases there were only three 
deaths, one due to pneumonia and another to 
thrombosis of the transverse sinus resulting from a 
latent purulent otitis which, no doubt, was aggra- 
vated by the operation. The third was that of a 
child with numerous malformations and an enor- 
mous cardiac dilatation. 

Complete separation of the sutures after the 
operation occurred eight times. Attempts at second- 
ary suture were always unsuccessful. In three cases 
the failure was due to scarlet fever or diphtheria. 
Apparently children with wounds of the oral cavity 
are particularly susceptible to such infections. 
Therefore the operation should be delayed if there 
is the slightest possibility of such an infection. In 
two cases the failure was attributed to the novo- 
caine-adrenalin anesthesia which led to necrosis of 
the lip edges. In one case a chromic catgut suture 
was used and the result was poor because the catgut 
was absorbed much too soon. Subsequent opera- 
tions may improve the results, but the function of 
the soft palate remains poor because of the greater 
tension. 

There were fourteen partial failures but in three- 
fourths of these cases a complete closure was ob- 
tained by subsequent correction though function 
frequently remained diminished. Defects lying in 
the center can be brought to closure secondarily by 
dabbing with tincture of cantharides. Secondary 


operations are best done three months after the 
first operation. Relaxation incisions should be made 


on both sides. For secondary closure of anterior 
fistula the anterior bridge must be divided trans- 
versely 5 mm. behind the alveolar process and the 
flaps approximated by lateral relaxation incisions. 
The rarer lateral fistula are more difficult to over- 
come but even in such cases it may still be possible 
to effect closure by the formation of bridge flaps. 

Smooth primary healing was obtained in fifty-five 
cases. The total number of anatomical unions, 
including those which were secondary, was sixty-five. 
The best results were obtained when the operation 
was performed on patients between 1 and 3 years of 
age. 

In conclusion the author again emphasizes the 
fact that the number of failures can be diminished 
by the two-stage operation, but they cannot be 
avoided entirely even by perfect technique. In very 
rare cases the trpe velum retracts to a thin lamella 
after freshening of the cleft edges of the soft palate, 
and in this way an irregular wound surface is formed. 
which makes accurate suture very difficult. As the 
ultimate functional result must always be kept in 
mind, the author is opposed to all the numerous 
complicated plastic methods of closure. Under all 
circumstances, a long and movable velum capable 
of closing the nasopharyngeal space must be ob- 
tained. 

In the after-treatment instruction in speech is 
essential. When a plastic operation has not been 
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successful good results in regard to speech can be 
obtained by the insertion of a well-fitting obturator. 
ScHUBERT (Z) 


NECK 


Frank, L. W.: Observations on the Diagnosis and 
Treatment of Toxic Goiter. Internat. J. Surg., 
1921, Xxxiv, 426. 


In the author’s opinion thyroid disease should be 
suspected ina patient with tachycardia, nervousness, 
or muscular weakness. He cites a case with these 
symptoms in which hyperthyroidism was not sus- 
pected at first. The basal metabolism was 28 per 
cent above normal. The adrenalin test was positive. 
Right lobectomy and partial left lobectomy resulted 
in improvement and a drop in the pulse rate to 80 
per minute within twenty days. 

Only a small percentage of toxic goiters have eye 
signs, such as exophthalmos or the Stellwag, Dal- 
rymple or von Graefe signs. Some of the most toxic 
goiters are small and hard. An X-ray examination 
for substernal thyroid or thymic enlargement is 
important. The author agrees with Blank of Leip- 
zig that there are no blood changes, such as a lym- 
phocytosis, which are characteristic of toxic or simple 
goiter. 

In all of Frank’s cases diagnosed clinically as toxic 
goiter the basal metabolism was definitely increased. 
In one case of colloid goiter the metabolic rate was 
55 per cent above normal. Increased metabolism is 
suggestive in a suspected thyroid case but the 
diagnosis should be based on the clinical symptoms 
and findings. 

The amount of increase in the basal metabolism 
gives an idea of the severity of the intoxication but 
does not indicate the operability of the case. Some 
patients with a good myocardium can be treated by 
operation successfully, whereas others with only a 
slightly increased metabolic rate but with diseased 
heart muscle cannot undergo operation safely. 
Clinical symptoms and surgical experience are the 
best guides to the method of treatment. To illus- 
trate this point the author cites a case with a basal 
metabolism 35 per cent above normal, a moderate 
reaction to adrenalin, and nodular enlargement of 
the thyroid, but a poor myocardium which contra- 
indicated operation. Under treatment by rest and. 
suitable cardiac stimulants the patient improved suf- 
ficiently to perform ordinary duties. 

The adrenalin (so-called Goetsch) test was posi- 
tive in all except two of the author’s cases which were 
diagnosed clinically as toxic goiter. Colloid or non- 
toxic adenomatous goiters gave no response. Frank 
believes that the adrenalin test indicates the oper- 
ability and degree of intoxication fairly accurately. 

Although rest and proper hygiene are very impor- 
tant in cases of hyperthyroidism, it is the author’s 
opinion that the treatment is essentially surgical. 
Thyroidectomy is the method of choice. When the 
X-ray is used the patient improves during treat- 
ment but recrudescence soon occurs when the radia- 
tion is discontinued. WALTER C. BurkET, M. D. 
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Bérard, L., and Dunet, C.: Is There Such a Con- 
dition as Metastatic Goiter? (Le goitre métasta- 
tique existe-t-il?). Rev.d. chir., Par., 1g21, xl, 521. 

In contradiction to all knowledge concerning the 
pathology of tumors, many surgeons and a number 
of anatomo-pathologists have described and con- 
tinue to describe as ‘‘benign metastatic goiter” a 
condition which, under the form of a benign neo- 
plasm, forms metastases in the same manner as 
an essentially malignant neoplasm. This idea of 
benign metastatic goiter was introduced into thy- 
roid pathology by the error of Conheim who 
described as benign a tumor demonstrated by 
Woellfler to be malignant. The error then persisted 
because the great majority of goiters reported as 
benign had not been examined microscopically at 
all or had not been subjected to a thorough exam- 
ination with the microscope. When microscopic 
study is carried out with the necessary care it often 
shows that a thyroid which appeared clinically 
normal is histologically neoplastic and this fact is 
a definite argument against the theory of benign 
metastatic goiter. 

The authors illustrate these points by a number of 
the cases which have been reported in the literature. 
In 1914, Crone reported six cases of thyroid metas- 
tases observed in cases of goiter showing no clinical 
signs of malignancy. In three of these cases in which 
the thyroid was examined the histologic evidence of 
thyroid epithelioma was clear. The authors there- 
fore conclude that there is no such condition as 
metastatic goiter; that the so-called ‘benign 
metastatic goiter’ is in reality a malignant 
goiter; that the thyroid gland is no exception to 
the general laws governing the evolution of tu- 
mors; and that only malignant thyroid neoplasms 
form metastases. 

In cases of tumors which show thyroid tissue 
under microscopic examination it is necessary to 
look immediately for a change in the thyroid gland 
itself. Frequently a voluminous goiter or a small 
adenomatous nodule which is clinically benign will 
be found. In such cases the absence of clinical signs 
of malignancy does not necessarily indicate that the 
growth is benign. Only a histologic examination 
of sections in series including the entire growth can 
settle the question. The microscope sometimes 
makes evident microscopic points of neoplastic 
degeneration which will be found only if they are 
sought systematically. 

“Benign metastatic goiter” cannot be included 
among benign thyroid tumors. In its place should 
be substituted “latent metastatic thyroid cancer.” 

W. A. BRENNAN. 


Speese, J., and Brown, H. P., Jr.: The Malignant 
Degeneration of Benign Tumors of the Thyroid 
Gland. Ann. Surg., 1921, lxxiv, 684. 


In 426 lesions of the thyroid gland, cancer was found 


nineteen times and sarcoma three times. There 
were five cases in which a history of goiter preced- 
ing the development of cancer could not be elicited 
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and no evidence of previous diseases could be found 
in the pathologic examination. Therefore a pre 
existing goiter was present in twenty-two of twen: 
eight cases (78.5 per cent). Asa rulea rapid increase 
in the size of a goiter which previously has given 10 
trouble is the first sign of malignancy. The growth 
becomes irregular and there is a decided increase i) 
its hardness. 

Cancer in a non-goitrous thyroid is very rare. .\ 
small movable tumor is usually the earliest finding 
and this may appear in any part of the gland. Iis 
growth, which at first is slow and without alarming 
symptoms, suddenly becomes active, infiltrating the 
thyroid and surrounding parts and causing the 
characteristic symptoms of malignancy. Acute 
enlargement in young people, at a time when phy: 
iological activity of the gland subjects it to sudde: 
changes, is not so serious as in the old. Enlarg: 
ments in those over 30 or 40 years of age should be 
regarded with suspicion. 

When cancer develops in a thyroid affected with 
goiter, a subacute course usually is followed. Th 
period between the primary enlargement of the 
goiter and the extracapsular extension of the cancer, 
the period when operation should be performed be 
cause metastasis or infiltration has not occurred, is 
difficult to determine. According to Carrel-Billard, 
the developnient of cancer alters the thyroid secre 
tion so that an increase or decrease of thyroid func 
tion may appear under variable conditions. 

The reaction of the organism to the toxemia o! 
thyroid cancer is classed under three heads: (1 
hyperemia, in which a rising temperature up to 30 
degrees C. may precede the appearance of the tumor. 
(2) symptoms of Basedow’s disease, and (3) dis 
turbance in nutrition manifested at first by loss in 
weight. 

The authors conclude that benign tumors of the 
thyroid gland preceded the development of malig 
nancy in practically all cases. 

Cancer is found most frequently associated with 
colloid and foetal adenomata, and is relatively un 
common in simple goiters. 

To prevent leaving behind a small adenomatous 
nodule from which malignancy may develop at a 
later day it is necessary to make a thorough explor 
ation of both lobes of the thyroid. 

When cancer is present clinically and the diag- 
nosis can be made easily, operative measures offer 
but little hope. The majority of cases are discov- 
ered in the course of operation or in pathologic 
examination. The greater number of such cases 
are cured by operation. 

In all cases of goiter early operation is indicated 
to prevent malignant degeneration. 

Toxic symptoms, which occasionally develop in 
cancer, may precede the appearance of the malig- 
nant tumor and obscure the diagnosis. 

Enlargement of a pre-existing goiter and an in- 
crease in its hardness are the first signs of carcino- 
matous degeneration of a benign struma. 

I. W. Bacu, M. D. 














Van Hook, W.: A Simple and Relatively Safe Thy- 
roidectomy. Med. Rec., 1921, c, 1072. 

One of the most serious difficulties associated with 
the treatment of goiter lies in the determination of 
the amount of tissue to be removed. The old pro- 
cedure of removing one lobe is inadequate, but the 
dictum that one-fifth of the thyroid mass should be 
left is equally unsatisfactory. 

Recently the author has left small masses at each 
of the horns of the organ and, in addition, a thin 
layer of thyroid tissue attached to the posterior 
untouched part of the gland capsule. These are left 
hy choice because their volume can be rather ac- 
curately gauged and because they are well provided 
with blood vessels and lymphatics which allow for 
hypertrophy if this is demanded by the organism. 


CHEST WALL AND BREAST 


Keyser, L. D.: Massive Hypertrophy of the Breast. 
Surg., Gynec. & Obst., 1921, xxxiii, 607. 

The author reviews clinical and experimental data 
on factors affecting mammary development and 
function. The breasts develop from a modified 
group of sudoriparous glands and their development 
and function are under the control of endocrine 
forces. Puberty hypertrophy is dependent on ova- 
rian activity. A definite cycle of mammary activity 
runs somewhat parallel to the menses. There is 
suggestive evidence that the formation, persistence, 
or regression of the corpus luteum may influence the 
activity of the breast in the pregnant as well as the 
non-pregnant state. There is no good evidence to 
prove that the uterus, decidua, foetus, or placenta 
are directly related to mammary function. 

Massive hypertrophy of the breast is a deviation 
from normal development. The process does not 
suggest a neoplasm as it is diffuse and seems to 
affect all portions of the organ uniformly and 
simultaneously. The age of onset in one-half of the 
bilateral cases is under 18 years. The process is 
associated most frequently with puberty and next 
most frequently with pregnancy. The cases of 
patients as old as 48 years have been reported, 
although with an increase in age there is a marked 
drop in the incidence of the condition. As a rule 
the process is bilateral. When it is unilateral both 
sides of the breast are about equally affected. 

The secretory activity of hypertrophied breasts 
is variable. Usually it is normal, but may be either 
absent or excessive. The rate of growth may pro- 
gress uniformly or intermittently. Pain is not fre- 
quent. 

The relationship of hypertrophy of the breasts to 
the menses, to pregnancy, and to lactation, and its 
association with pathologic conditions of other 
sexual organs are considered with citations of typical 
cases. In some cases spontaneous regression oc- 
curs. 


SURGERY OF 
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Kocher’s collar incision is made a finger-breadth 
above the sternum and at a level which will give the 
best access to the horns of the gland. The platysma 
is divided and the sternothyroid and sternohyoid 
are retracted or transversely sectioned. The half 
of the gland chosen as the first to be attacked is 
lifted out between the thumb and first finger, firm 
and fairly deep retraction is made, and the cornu is 
isolated and divided between clamps. The lower 
lobe is divided between forceps in the gland sub- 
stance and the main mass of the gland is shaved 
from the posterior capsule. The capsule is then 
closed, the muscles are sutured, and the skin is 
closed around a drainage tube. The drain is re- 
moved at the end of twenty-four hours. 

H. A. McKnicuat, M.D. 








THE CHEST 
The author suggests that terms such as “diffuse 
virginal hypertrophy ” and “gravidity hypertrophy ’”’ 
are inexact. 

Thickening of the skin, flattening of the nipple, 
hypertrophy, fibrosis, diffuse fibro-epithelial tumor 
associated with fibro-adenoma are features described 
in the literature. Malignancy is rare but has been 
recorded. 

Pathologically most cases are fibro-epithelial 
(frequently associated with fibro-adenomata) or 
adipose. Two cases of each type from the Mayo 
Clinic series are reported in detail. The patients 
with fibro-epithelial hypertrophy were a girl of 15 
years and a woman of 36. In the woman the 
hypertrophy began with pregnancy. The adipose 
hypertrophies occurred in a virgin of 19 years and 
a parous woman of 41 years, but in the latter case 
was not associated with pregnancy. The adipose 
type is rare; only four cases have been recorded 
previously. 

The fibro-epithelial hypertrophies were associated 
with fibro-adenomata, succulence of the prepon- 
derant fatty tissue, rapid proliferative changes in 
the fibro-adenomata, and reproductive activity in 
the mammary acini (primary cytoplasia of Mac- 
Carty). The acinar groups were invaded and broken 
up by growing fibrous tissue. 

The adipose type was characterized by the relative 
absence of acini and a preponderance of fat. A few 
fibrous bands traversing the fat carried a moderate 
number of acini showing primary cytoplasia. The 
epithelium in both types was hypertrophied to a 
variable degree. 

The etiological factors are not clearly understood 
but the evidence suggests an endocrine dyscrasia 
probably of the ovarian type. 

To be differentiated in the diagnosis are intracanal- 
icular myxoma and fibroma, sarcoma, elephantiasis, 
and the fatty breasts of obesity. 

If spontaneous regression fails to occur after a 
reasonable length of time, surgical amputation may 
be indicated. 
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MISCELLANEOUS 


Watts, S. H.: Traumatic Chylothorax. Ann. Surg., 
1921, Ixxiv, 691. 

Watts presents a case of traumatic chylothorax. 
Milky effusions in the serous cavities are quite un- 
common. They occur most frequently in the peri- 
toneum, are less frequent in the pleura, and are very 
rare in the pericardium. Milky pleural effusions are 
of two varieties: (1) the true chylous, due to the 
escape of chyle into the pleural cavity through a 
thoracic duct lesion, and (2) the chyloid, due to 
simple or tuberculous pleuritic effusion, abscess of 
the lung, carcinoma of the pleura, lymph vessels and 
lymph glands, extreme cardiovascular changes, and 
a few other conditions. 

True chylous exudates show all the properties of 
chyle. The fluid is usually white and milky, but 
sometimes reddish because of the presence of blood. 
It tends to accumulate rapidly, resists putrefaction, 
does not coagulate on standing, contains fine fat 
globules which may be readily stained with osmic 
acid or Sudan III, and clears when alkalinized and 
shaken with ether. The specific gravity generally 
exceeds 1.012. The fat content is usually high, vary- 
ing from 1% to 4 per cent. In most cases there is a 
definite sugar reaction. Lecithin is found only in 
traces. 

The chyloid effusion accumulates less rapidly, is 
less milky, contains much less fat, sometimes only a 
trace, and is not so completely cleared by shaking 
with ether. The cellular elements may be numerous 
and frequently they contain fat. The specific grav- 
ity is usually less than 1.012. It contains serum al- 
bumin, and a complex of lecithin and globulin to 
which its opacity is attributed, and traces of sugar. 

The more frequent occurrence of chylothorax on 
the right side is not surprising considering the ana- 
tomical relations of the duct and the right pleura. As 
the right pleura is in close approximation to the duct, 
forces which affect the duct are apt to injure both 


structures. Some authors, notably Hammesfahr, 
are of the opinion that, because of the negative pres- 
sure in the chest, chyle may escape into the pleura 
from the mediastinum through the normal intercel- 
lular spaces between the endothelial cells. The author 
believes that this is the only explanation of the pres- 
ence of chyle in the pleural cavity in the case reported 
as there was no injury of the right pleura. 

Most cases of traumatic chylothorax are due to 
violent, blunt force exerted upon the chest and back, 
and many are associated with fracture of the ribs or 
vertebrae. In some instances, however, there is no 
evidence of bony injury and the rupture of the duct 
is due probably to alterations in the intrathoracic 
pressure or to overstretching of the duct, its state of 
fullness possibly being of some importance in the 
etiology. 

The clinical manifestations of chylothorax are 
those of simple pleural effusion. The diagnosis may 
be made by aspiration but in some cases the fluid so 
obtained has been mistaken for pus. A careful micro - 
scopic and chemical examination will give definite 
findings. In non-traumatic cases there are seldom 
any subjective symptoms except dyspnoea and 
weakness. 

The prognosis of traumatic chylothorax is very 
grave. Regarding the treatment it may be said that 
radical surgery to find and close the opening in the 
duct is scarcely practical. Aspiration should be done 
only when the pressure symptoms are very marked 
as the relief of pressure may increase the leakage 
from the duct. Thoracotomy is not to be recom- 
mended. Halland Morgan claim that all the injured 
duct needs for recovery is rest, and that this may be 
secured by feeding through the rectum exclusively, 
the food thus given being absorbed by the colonic 
lymphatics which pour their contents into the gen- 
eral superficial and peripheral lymph channels in- 
stead of the lacteal system. The author does not 
believe that experience will bear this out. 

I. W. Bacu, M. D. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Gordon, M. B., and Golan, D. L.: Traumatic Dia- 
phragmatic Hernia in a Girl 8 Years of Age. 
Am. J. Dis. Child., 1921, xxii, 579. 


In the case reported an automobile truck passed 
over the patient’s left groin. Seven months after 
the injury a diagnosis of diaphragmatic hernia of 
traumatic origin was made on the basis of the X-ray 
findings and an operation was performed. When the 
thorax was opened it seemed as if the abdomen had 
been exposed to view as the small and large intes- 
tines, the stomach, and the left lobe of the liver had 
entered the chest through a large rent in the 
diaphragm. 

The author’s conclusions are summarized briefly 
as.follows: 


1. In every case of either true or false dextro- 
cardia a roentgen-ray examination of the gastro- 
intestinal tract should be made with barium. 

2. Every patient with dextrocardia should be 
examined completely in both the erect and the 
supine positions. 

3. A careful history should be obtained in every 
case of dextrocardia, especial emphasis being placed 
on injury of the abdomen. 

4. The possibility of traumatic diaphragmatic 
hernia should be considered in cases of severe 
abdominal injury when there is an increase of intra- 
abdominal pressure. 

5. Because of the possibilities of strangulation, 
immediate operation is indicated in every case of 
traumatic diaphragmatic hernia. 

FREDERICK CHRISTOPHER, M.D. 














Forster, E.: Genuine Cysts of the Mesentery (Ueber 
genuine Cysten des Mesenteriums). Beitr. z. klin. 
Chir., 1921, Cxxiv, 116. 

Of the three types of mesenteric cysts, true cysts, 
foreign body cysts, and cystoids (traumatic soften- 
ing and liquefaction cysts) this article takes into 
consideration only true cysts. To these belong first 
of all the lymphangiomata (cavernous and cystic) 
originating in abnormal dilatation of the lymphatic 
vessels and generally of congenital origin. On ac- 
count of anastomosis with the chyle ducts or because 
of cell degeneration their contents are usually chy- 
lous, and when there has been hemorrhage they are 
sanguinous. From their contents, therefore, it is 
impossible to draw a conclusion regarding their 
origin. 

In a case reported by the author a cyst of the 
transverse mesocolon was found which contained to 
liters of a brownish yellow clear fiuid. Following 
resection of the mesocolon the patient died of peri- 
tonitis. 

Forster has found in the literature twenty-five 
cases of cysts originating in the omphalomesenteric 
duct. These are formed by encapsulation of a Meck- 
el diverticulum having no open connection with 
the skin or the bowel. Their walls include all the 
layers of the bowel or consist of thin flat epithelium. 
Their contents are mucinous. 

Cysts originating from the wolffian duct are 
characterized by the presence of ovarian, kidney, or 
adrenal tissue. Simple dermoids are rare. Usually 
these are small, solid retroperitoneal tumors but 
they may also migrate into the mesentery of the 
small bowel. The complex dermoid cysts are still 
more rare. Some of them probably have their origin 
from completely separated ovarian cysts but others 
arise from the testicle. They contain derivatives of 
all the germinal layers; besides the ectodermal prod- 
ucts there are also rudimentary parts of the nervous 
system, brain, cartilage, bone, gastro-intestinal tis- 
sue, and vascular system. Finally there are the 
foetal inclusions in which amniotic membranes may 
be seen, and the teratoid mixed tumors originating 
either in displacement of primary layers or of a 
bi-germinal nature. As the former they contain tissue 
from all three germinal layers, but show no typical 
structure. They are found more often in females 
than in males. 

In the differential diagnosis ovarian cysts can be 
diagnosed by their relationship to the genitalia; 
hydronephroses and Grawitz tumors, by the kidney 
shape of one of their poles as well as by the cysto- 
scopic demonstration of lack of function in the 
diseased kidney; pancreatic cysts, by disturbance of 
the pancreatic digestion; and omental cysts, by their 
early adhesion to the abdominal wall. Walled-off 
peritoneal inflammations become flattened during 
anesthesia. 

Simple dermoids and enterocystomata are found 
most commonly in the mesentery of the small intes- 
tine, but all of the others may also develop here. 
Fcetal inclusions are found usually in the transverse 


GENERAL SURGERY—SURGERY OF THE ABDOMEN 








281 





mesocolon, and complex dermoids in the ascending 
colon. Mesenteric cysts may lead to ileus through 
torsion or invagination. If at all possible, these 
cysts should be radically extirpated. If this is im- 
possible because of extensive adhesions or the pa- 
tient’s poor general condition, they should be su- 
tured to the abdominal wall and drained by the 
formation of a fistula. Stevers (Z). 


Pitzman, M.: A Fundamentally New Technique 
for Inguinal Herniotomy. Ann. Surg., 1921, 
Ixxiv, 610. 

The author’s operation consists essentially in 
the suturing of the transversus fascia and aponeuro- 
sis (and only these layers) down to the inguinal liga- 
ment of Poupart before the peritoneal cavity has 
been closed. Pitzman believes that this technique 
is applicable to all inguinal herniz, small or large, 
primary or recurrent, and especially to medium and 
large-necked hernia. The underlying principle is 
the reproduction of physiological valve action by: 
(1) resection of the hernial sac, (2) repair of the 
enlarged opening in the transversus (transversalis) 
fascia, and (3) avoidance of injury to the internal 
oblique and transversus muscles. 

FREDERICK CHRISTOPHER, M.D. 


GASTRO-INTESTINAL TRACT 


Luis-Yague y Espinosa, J.: A Method for the 
Topographical Diagnosis of Ulcerations of the 
Digestive Tract (Algunas aclaraciénes a un método 
de diagnéstico topogréfico de las ulceraciones del 
tractus digestivo). Arch. espan. de enferm. d. apar. 
digest., 1921, iv, 662. 

In an active ulceration there is always inflamma- 
tion of the peripheral mucosa with abundant secre- 
tion of mucus which engulfs any hematin present 
and renders it insoluble in water or a weak acid 
solution such as is found in the stomach and the 
first portion of the duodenum. Therefore a lab- 
oratory test for blood (hematin) made on the gas- 
tric or duodenal contents may be negative. On the 
other hand, both mucus and hematin are easily 
soluble in a weak alkaline medium. Before analyz- 
ing the gastric contents, therefore, Meunier injects 
into the stomach 200 c.cm. of water or physiologic 
salt solution containing to drops of ammonia. In 
addition he gives three spoonfuls of pulverized car- 
bon and examines the feces for occult blood after 
twenty-four hours. 

The author proposes certain changes in Meunier’s 
method which he believes will make it more accurate. 
He suggests increasing the amount of the fluid for 
the gastric lavage from 200 to 500 c.cm.; the use of 
carbon in the form of pastilles; and the administra- 
tion of some milky food a few minutes after the 
lavage. As the patient is already on a milk diet, the 
faeces from the early and later diets can then be dif- 
ferentiated easily. The author has found this 


method of seeking occult blood very much more 
satisfactory than others in general use. 
W. A. BRENNAN. 
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Oberndorfer: A Pedicled, Cavernous Lymphangio- 
ma of the Outer Surface of the Stomach (Ein 
pendelndes, cavernoeses Lymphangiom der Aussen- 
seite des Magens). Beitr. z. path. Anat. u. 2. allg. 
Path., 1921, )xix, 418. ‘ 

The usual site of circumscribed lymphangiomata 
is the abdominal cavity and the retroperitoneal space. 
The author discovered a ‘pedicled cavernous lymp- 
phangioma of the serosa of the stomach as a secon- 
dary finding in an autopsy on the body of a man 
19 years of age. This growth, which was a flat 
tumor as thick as the hand and as large as the palm, 
lay over the sinus and canal of the pylorus in the 
middle third of the anterior wall of the stomach. 
It hung by a pedicle from the lesser curvature, could 
be completely detached from the gastric surface, 
and was connected with a formation the size of the 
palm of the hand which lay upon the posterior wall 
of the stomach. CoLiey (Z). 


Rowlands, R. P.: A Case of Partial Pyloric Stenosis 
(Hypertrophic); Finney’s Operation. Lancet, 
1921, CCl, 1373- 

The case reported was a typical instance of partial 
stenosis due to spasm and hypertrophy of the 
pyloric sphincter. The pyloric channel was partially 
obstructed by the usual infolding and thickening of 
the submucous tissue, but there was no sign of 
active or healed ulceration. 

The author believes the clinical history is char- 
acteristic. The patient was well while at rest under 
observation at the hospital, and the attacks came on 
after undue exertion and fatigue. The diagnosis 


of the condition is difficult. In Rowland’s opinion, 
the Rammstedt operation, which is so successful in 
the treatment of children, is not suitable for adults 
because the fibrous changes in the pylorus of the 
adult—especially when the condition is advanced— 


require a more radical operation. For such cases 
Rowlands prefers the Finney operation. 
E. C. RopirsHek, M. D. 


Cheever, D.: The Pathological and Physiological 
Basis for the Surgical Treatment of Chronic 
Gastric Ulcer. Boston M. &S.J., 1921, clxxxv, 707. 


Reasoning from the results of laboratory ex- 
perimentation, Cheever concludes that physical 
trauma is not an important element in the causation 
of ulcer. From Rosenow’s experiments it would seem 
that foci of infection elsewhere in the body may be 
responsible by causing bacterial embolic infarctions; 
clinical proof, however, is difficult to obtain. 

The greater frequency of ulcer along the lesser 
curvature of the stomach and in the duodenum may 
possibly be explained by the peculiar arrangement 
of the arteries in these regions favoring venous 
stasis and failure of compensatory circulation in 
case of injury. 

That the failure of ulcers to heal is due to auto- 
digestion of the injured tissue is indicated by the 
fact that ulcers occur only in the stomach, the 
portion of the duodenum proximal to the opening 
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of the bile and pancreatic ducts, and in the jejunum 
at or just beyond the stoma of the gastro-enteros 
tomy, regions where the acid pepsin is activ: 
The clinical association of hyperchlorhydria with 
ulcer and the relief and cure of ulcer by neutraliza 
tion by alkalies supports this view. 

Some authorities maintain, however, that this 
assumption is not warranted by experimenta! 
laboratory or clinical facts as unhealed ulcers hav 
been found in stomachs free from acid pepsin an 
without ulcer symptoms, and if the mucosa is intact 
and bile is not present, hydrochloric acid of ten 
times the normal concentration may be introduce: 
into the stomach of the experimental animal with- 
out producing ulcer. Moreover, in cases of wu) 
healed ulcer, acid of five times normal strength wil! 
not cause symptoms in the quiescent stage. An 
acid medium is normal for the gastric mucosa. 
Such being the case, prolonged alkalinization ma 
lead to a compensatory over-acidity of the acid 
cells and the ultimate degeneration of the mucosi. 

In Cheever’s opinion the factors entering into 
the formation of gastric ulcer are similar to thos: 
causing chronic ulcers elsewhere. The chronic in 
durated varicose ulcer of the lower leg fails to hea! 
first, on account of infection and irritation resulting 
from lack of rest and circulatory impairment du 
to the varicosity of the vein. If these condition- 
are not corrected, the vascular granulation tissu: 
base is replaced by a thick layer of dense fibrous 
tissue through which no vessel can penetrate ad 
quately to nourish regenerating epithelium. Rest 
disinfection, and operation on the varicose veins 
may fail to secure healing, but if the fibrous base i: 
widely excised to give free access to vigorous new 
vessels spontaneous healing will result. 

The pain of chronic ulcer is caused by the chyme. 
acid or hyperacid, which passes into the duodenum 
and initiates an excessive reflex inhibition of th« 
relaxation of the pyloric spincter so that relief of the 
intragastric pressure is not afforded and increased 
tension results. The pylorospasm causes delay in 
the emptying of the stomach which in itself causes 
hypersecretion and this in turn causes more ulcer 
irritation from which more vigorous peristalsis and 
more obstinate inhibition of sphincter relaxation 
results, a vicious circle of disordered physiology. 

Surgery attacks the pathologic process direct] 
and effects a cure by removing it, at the same time 
attempting to correct the physiological disfunction 
by forming a permanent artificial anastomosis 
Excision of an ulcer at the pylorus almost anywhere 
on the lesser curvature except the highest part, and 
almost anywhere on the anterior surface of the 
stomach is usually ‘practicable, and transgastric 
resection of a penetrating ulcer of the posterior 
wall, though more formidable, can usually be carried 
out unless there are unusual complications. 

In cases of duodenal ulcer the question of excision 
is modified by three considerations: (1) the techni- 
cal difficulty of excision on anatomical grounds: 
(2) the possibility of effectively excluding the ulcer 
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ly proximal closure of the viscus; and (3) the great 
rarity of carcinoma in this situation. While many 
favorably situated duodenal ulcers may be excised, 
their removal need not be insisted upon as the com- 
plete rest and freedom from hydrochloric acid diges- 
tion afforded by exclusion make it unnecessary. 

The surgical correction of pathologically altered 
gastroduodenal physiology is obtained by two sim- 
ilar methods, each of which has its advocates: 
(1) gastrojejunostomy with some form of pyloro- 
plasty, and (2) gastroduodenostomy. These ex- 
pedients secure more prompt emptying of the 
stomach, neutralize the acid gastric juice to some 
extent by its admixture with the duodenojejunal 
contents, cause relaxation of pylorospasm, and 
prevent hypersecretion by preventing retention. 

C. Corsin YANcEY, M. D. 


Klein, E.: The Persistence of Gastric Ulcer After 
Gastro-Enterostomy. Ann. Surg., 1921, Ixxiv, 
740. 

Although during recent years there has been an 
increasing tendency to treat gastric ulcer by more 
radical procedures than gastro-enterostomy, Sherren 
has stated that in the majority of cases gastro- 
enterostomy is still the operation of choice, and 
this procedure is favored by Paterson, Coffey, 
Metraux, Zacherl, Landes, Borchgrevink, Kuttner, 
Rowlands, Gallart, and Ribas. However, the fre- 
quent occurrence of the following late sequele is 
leading to increasing dissatisfaction: 

1. Hemorrhage. In one-half of the cases the 


bleeding probably has its origin in the unhealed ulcer. 


2. Perforation of an unhealed ulcer. This has 
been reported by several operators. 

3. Carcinomatous degeneration of an ulcer. The 
difficulty in distinguishing the beginnings of malig- 
nancy at operation seems to warrant the routine 
removal of all ulcers. 

4. Persistence or recurrence of gastric symptoms. 
These sequele incline the author to the view, now 
steadily gaining ground, that whatever procedure 
is used it should include the removal or destruction 
of the ulcer if this is at all possible 

In conclusion Klein states that it is unfair to 
compare the mortality statistics of partial gas- 
trectomy and gastro-enterostomy as the former ope- 
ration can cure severe cases in which the latter 
is entirely without effect. J. D. Exuis, M.D. 


Molodaja, E.: Gastric and Duodenal Ulcer Accord- 
ing to the Material of the Surgical Clinic of the 
University of Moscow (Das Magen-und Duoden- 
umgeschwuer nach dem Material der Moskauer 
chirurgischen Universitaetsklinik). Mediz. J., 1921, 
1, 385. 

This report is based upon 124 cases of gastric 
and duodenal ulcer which were treated during the 
period from September, 1910, to January, 1921, 
by gastro-enterostomy. There were eighty-six 
cases of gastric ulcer, twenty-eight cases of duodenal 
ulcer, and ten cases of gastroptosis and gastric 
dilatation. 


Among the subjective symptoms in cases of 
ulcer, the author considers those of dyspepsia and 
pain as the most important. The obstipation, which 
always disappears after a successful operation, is 
characteristic. Objectively, increased tension of 
the upper parts of the rectus muscle, hyperacidity, 
and blood in the gastric contents and feces are 
demonstrated. The diagnosis of peptic ulcer is 
usually easy, but the differential diagnosis between 
gastric ulcer and duodenal ulcer is very difficult. 
This is due partly to the fact that both ulcers are 
present simultaneously, that in the majority of 
cases they are multiple, and that frequently at 
operation perigastritis is found with duodenal 
ulcer and periduodenitis is found with gastric 
ulcer. 

The material of the Surgical Clinic of the Univer- 
sity of Moscow consists mainly of chronic ulcers, 
many of which have bled profusely shortly before 
the operation. In spite of this fact, the ulcer was 
not always found at operation, even when the 
stomach was opened. The majority are cases of 
simple ulcer. Callous and perforating ulcers are 
rare. Usually there are characteristic changes of the 
serosa, such as adhesions, cicatrices, hypecs@mia, 
and infiltration. The adhesions are often very ex- 
tensive. As a rule all these changes are localized 
at the pyloric and prepyloric portions, but in some 
cases the inflammatory process involves the small 
intestine, which then appears adherent to the 
posterior gastric wall. Not rarely, swollen, soft 
lymphatic nodes are found in the small omentum. 
In two cases the mesocolon was markedly cedema- 
tous, and in two others there was slight ascites. 
Usually the stomach is dilated and sunken, the 
gastrohepatic ligaments are stretched, and the liver 
also is ptotic. The gastric mucosa is sometimes 
smooth and atrophic, but sometimes hypertrophic. 
The veins are often markedly dilated. Microscopic 
examination usually reveals atrophic or hypertrophic 
changes. 

The question of the etiology is still unanswered. 
According to the material reviewed, the condition 
is most frequently referred to some trauma, and 
apparently is dependent upon an irregular diet, 
coarse food, and psychic trauma. In individual 
cases, intoxication comes up for consideration as 
an etiological factor. In almost all cases, exacerba- 
tions and recurrences follow physical exertion and 
trauma. Very often the lesion appears simultane- 
ously with appendicitis (12 per cent). More often, 
tenderness is found in the ileocecal region. Even 
if there is a relationship between these two con- 
ditions, as is claimed by Americans, no improvement 
was noted in the course of one of them after opera- 
tive treatment of the other. 

Males are attacked more frequently than females 
(3:1). The ages of the patients ranged from 30 to 50 
years. The effect of heredity was very frequently 
demonstrated (25 per cent). Gastric conditions 
of various kinds were often found in several members 
of the same family. 
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The author discusses the various theories re- 
garding the value of gastro-enterostomy and the 
different methods which have been proposed as 
substitutes for this operation. In Molodaja’s 
opinion, even resection of the stomach does not 
offer absolute assurance against fatal hemorrhages 
and perforations from ulcers overlooked during the 
operation. The frequent recurrences after resection 
and other findings indicate that gastric ulcer should 
be considered as a constitutional disease and the 
best treatment is that which removes the causative 
factor. The material presented does not indicate 
that gastro-enterostomy should be given up, but 
the most frequent complication following this 
operation, cicatricial stenosis of the anastomosis, 
must be borne in mind as it is apt to discredit 
the procedure. It should be remembered also that 
the patient should be given dietetic treatment for 
two or three months after the operation as gastro- 
enterostomy acts only to favor healing of the ulcer 
and does not remove it. Fatal hemorrhages or 
perforations do not occur at the Moscow Clinic. 
The end-results could be determined in only 40 
per cent of the cases operated upon as the other 
patients could not be found. Gastro-enterostomy is 
indicated in all cases of ulcers of the stomach and 
duodenum. 

Posterior gastro-enterostomy is to be considered 
the method of choice. The prepyloric portion is 
selected for the anastomosis, and the connection 
with the small intestine is made directly at the 
duodenojejunal fold. The anterior gastro-enteros- 
tomy of Woelfler combined with the entero-anasto- 
mosis of Braun is used only when posterior gastro- 
enterostomy is impossible. Altogether, there were 
124 operations. In three cases the Woelfler-Braun 
anterior gastro-enterostomy was done; in three 
cases, the posterior operation of Petersen with 
pyloric closure; in three, the posterior operation of 
Hacker-Braun; in one, a gastroduodenostomy; and 
in the remainder, the posterior gastro-enterostomy 
of Petersen. Six patients died after the operation; 
five of them were very much weakened from 
severe hemorrhages. Of the remaining 118 pa- 
tients, ninety-one showed an immediate good result 
and the twenty-seven others were benefited. The 
following complications were noted: loosening of the 
sutures in four cases; atony of the stomach in two; 
hematemesis in four; and contraction of the anas- 
tomosis in two. Pulmonary complications were 
frequent. The total acidity and the amount of free 
hydrochloric acid were usually diminished after the 
operation, and bile could always be found in the 
gastric juice. 

Permanent results were found in 37.5 per cent 
of the cases. In forty cases (71.4 per cent) the re- 
sults were good, in ten (18 per cent) there was im- 
provement, and in two (3.5 per cent) the results 
were poor. Death occurred in four cases: in three, 
from intercurrent disease, and in one case from what 
was believed to be a gastric carcinoma. There were 
four cases each of postoperative hernia and con- 
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traction of the anastomosis. In one case the stenosis 
was caused by contraction of the suture of the mu- 
cosa. After removal of the suture the stenosis dis- 
appeared. In a second case there was cicatricial] 
contraction in the mesocolon, and in a third case a 
peculiar tendency of the gastric wall to form plastic 
processes. In the Moscow Clinic stenosis has been 
successfully treated up to the present time by length- 
ening the incision. 

The material described indicates that posterior 
gastro-enterostomy is the method of choice for 
ulcers of the stomach and duodenum. Resection 
should be done only on callous ulcers suspected of 
malignant degeneration. To obtain good permanent 
results, dietetic treatment should be given for two 
or three months after the operation. 

von Hotst (Z). 


Gibson, A. G.: The Pathology of Gastric and Duo- 
denal Ulcer. Brit. M. J., 1921, ii, 933. 


In experiments on monkeys to study the pathol- 
ogy of gastric and duodenal ulcer one, of the animals 
was injected intraperitoneally with a broth culture 
of streptothrix actinomyces obtained from a case 
of acholuric jaundice. At necropsy thirty-two 
weeks later this animal showed a chronically in- 
flamed and fibrotic spleen with thrombophlebitis; 
multiple gastric ulcers; hemorrhagic spots and occult 
blood throughout the lower intestinal tract; and 
hemorrhagic and embolic lesions of the liver and 
lungs. 

As observed by W. J. Mayo, about 30 per cent 
of the venous blood from the spleen may return by 
way of the vasa brevia of the stomach wall. It is 
not difficult to imagine, therefore, that the stomach 
wall is subject to invasion by septic emboli originat- 
ing in a diseased spleen. 

In the clinical conditions known as acholuric 
jaundice and splenic anemia, more especially the 
latter, we often find marked anemia and hema- 
temesis. Both diseases are undoubtedly due to an 
infective lesion in the spleen. 

The author concludes that in a small proportion 
of cases of acholuric jaundice and splenic anemia 
the gastric hemorrhage may be due to septic or 
infective emboli originating in a diseased spleen and 
lodged in the gastric mucosa by way of the vasa 
brevia of the gastric wall. L. H. Fowrer, M. D. 


Webb, R. C.: Discomnecting Gastro-Enterostomy 
Stomata; A Clinical and Experimental Study. 
Surg., Gynec. & Obst., 1921, xxxiii, 681. 

Webb states that a gastro-enterostomy should 
not be performed unless the definite indication or 
lesion is demonstrated at the time of operation. 
Persons subjected to gastro-enterostomy unneces- 
sarily present symptoms of a vicious circle with con- 
tinuous and frequent vomiting of bile-stained ma- 
terial and abdominal pain and distress. There seems 
to be no non-operative relief for this condition. 

The disconnecting of gastrojejunal stomata 
should be preceded by most careful clinical and 

















jaboratory studies. Numerous methods are used, 
but there is as yet no standardized procedure. The 
chief problems are: (1) the restoration of the organs 
to their normal positions and mobility with as few 
adhesions as possible and (2) the prevention of con- 
striction of the lumen of the jejunum. 

The Andrews operation with slight modifications 
should become a standardized procedure as long as 
the indiscriminate use of gastro-enterostomy with- 
out indication is continued. This operation is as 
follows: 

After lifting of the transverse colon and exposure 
of the line of union to the bowel, the rubber-covered 
clamps are placed on each viscus, a free space for 
operation being left. The incision is made upon the 
stomach wall 1 cm. from the line of anastomosis so 
that a cuff of stomach is left entirely around the 
false opening in the bowel. When the jejunal open- 
ing is closed there is just enough tissue to bring the 
bowel to its normal diameter when two or three rows 
of inversion stitches have been placed. The stomach 
opening is closed by the usual method; the loss of 
tissue is of no consequence. The opening in the 
transverse mesentary is closed to prevent hernia 
and the operation completed. 

In experiments on dogs no changes were noted in 
the stomach tissue transferred from an acid to an 
alkaline medium and deprived of its original blood 
and nerve supply. H. A. McKnicut, M.D. 


Kaiser, F.J.: Are the Methods of Closure in Pyloric 
Exclusion, Especially Those Using Autoplastic 
Material, Preferable to Section? (Sind bei der 
Pylorusausschaltung die Methoden der Absperrung, 
insbesondere die mit autoplastischem Material, der 
Durchtrennung vorzuziehen?) Muenchen. med. 
Wehnschr., 1921, \xviii, 1413. 

The pylorus was excluded in twenty cases by 
strapping it around with the ligamentum teres. 
The latter can be freed sufficiently to wind it twice 
around the isolated pylorus, which is 5 to 7 cm. 
wide, and then to tie it. The sling was immediately 
tightened to close the lumen. Infection and disturb- 
ance of nutrition of the gastric wall did not occur. 
The knot was fixed with a silk suture and the sling 
covered over with Lembert sutures. 

The author believes that with this procedure a 
secondary cutting-through of the sling is prevented 
and permanent closure of the pylorus can be 
achieved. In cases controlled roentgenologically 
for two years the closure persisted. In two cases, 
however, severe symptoms re-appeared two months 
after the operation and the roentgenogram showed 
that the pylorus had again become patent. At a 
second laparotomy an extensive plastic inflamma- 
tion was found in the region of the pylorus and its 
surroundings. The gastro-enterostomy easily ad- 
mitted two fingers, and the pylorus one finger. 
Pyloric resection was done according to the Billroth 
II method. The fascial strip had not cut through the 
lumen; it had healed in smoothly but had become 
stretched. The author attributes the stretching to 
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the increased gastric peristalsis; the true cause of 
the postoperative trouble is perhaps to be sought in 
the stretched peripyloric adhesions for which the 
aseptic tissue stimulation of the transplant was 
responsible. 

A pyloric resection (Billroth II) is advised, even 
when the ulcer is situated in the duodenum. 
WortMANN (Z). 


Caminiti-Vinci, G.: Gastro-Enterostomy with Py- 
loric Exclusion by Parlavecchio’s Method in 
Gastro-Enteric Cancer (La gastroenterostomia 
con esclusione del piloro alla Parlavecchio nel car- 
cinoma gastro-enterico). Policiin., Roma, 1921, 
XXViii, sez. prat., 1683. 

The author believes that when gastrectomy is 
contra-indicated in a case of gastropyloric cancer 
by the patient’s condition or the stage of the dis- 
ease, we must resort to gastrojejunostomy with 
pyloric exclusion. The pyloric exclusion must be 
simple. The various sectioning methods of Eisels- 
berg, Kocher, Doyen, Schiassi, and others compli- 
cate the main operation and increase its dangers, 
especially if the patient’s general condition is poor. 
Plastic methods prolong the operation too much. 
Parlavecchio’s ligature method is the best. 

The author used Parlavecchio’s method in the 
treatment of five cases of gastropyloric cancer. 
Three of these patients have been followed; the 
others were surgically cured and their general con- 
dition was improved when they left the hospital. 
Since then it has been impossible to trace them. 
Of the three traced, one died of the disease five and 
one-half years after the operation but was able to 
continue his work for four years. One remained well 
for fourteen months. In the third case, which was 
operated on four years ago, the X-ray shows that 
the food passes through the neostomy, the pylorus 
being completely blocked. 

In the author’s opinion his results compare very 
favorably with those of resection for the same con- 
dition, but the method he used is advisable only 
when resection is impossible. W. A. BRENNAN. 


Babcock, W. W.: Factors Determining the Effi- 
ciency of Operations upon the Stomach. 
Illinois M. J., 1921, xl, 444. 


There has been practically no change in the fun- 
damentals of gastric operations in the past thirty 
years. No basis has been determined for the treat- 
ment of gastric ulcer by gastro-enterostomy although 
certain points in the method have perhaps proved of 
value, such as the formation of a short intestinal loop, 
the use of absorbable sutures, the formation of a free 
opening well toward the pylorus, and the mainte- 
nance of the jejunum free, unkinked, non-rotated, 
and well outside the lesser peritoneal cavity. The 
operation is perhaps a makeshift which is better for 
duodenal ulcers than gastric ulcers. 

No definite guide has been determined for oper- 
ating upon a gastric ulcer. An operation.is per- 
formed because the surgeon likes it or devised it, 
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and as a result there is a new field of gastric path- 
ology due to the intervention. 

The stomach may be long and narrow, or short 
and wide, J-shaped, high up or low down in the pel- 
vis and yet function well if there is no kink or dis- 
tortion of the duodenum and if it is free and mobile 
within the peritoneum. Operations which fix the 
stomach may be harmful as are those which free the 
fixed and retroperitoneal duodenum and ascending 
colon. The loose attachment of the gastric mucosa 
to the muscularis favors plastic operations. Most of 
the glands secreting gastric juice are prepyloric. By 
flowing back into the stomach after gastric diges- 
tion is complete the duodenal and biliary juices tend 
to neutralize the acid of the stomach and place that 
organ at rest during the intervals between the inges- 
tion of food. Bile does not produce nausea and is 
regurgitated only after all the irritating gastric con- 
tents have been discharged. Increased motility 
with its accompanying back-flow of bile tends to re- 
duce the acid values, while retention and decreased 
motility, other things being equal, will increase the 
amount of free and combined acid in the stomach. 
Ingested alkalies, meats, and meat extractives in- 
crease the acid flow. 

Gastric motility depends upon the intrinsic gan- 
glia of Auerbach and the stimulating impulses 
through the vagi, the motor nerves of the stomach. 
Vagotonia may therefore produce pylorospasm and 
high values with symptoms of ulcer. 

As the normal motion of the stomach is toward the 
pylorus, the food may pass through the pylorus 
even though a new opening is made. The back- 
flow of duodenal juices through the new opening 
may tend to neutralize the acidity, coat the 
stomach with mucus, and favor the healing of an 
ulcer. 

The opening of the pylorus is stimulated by three 
factors besides the peristaltic waves: the acid chyme 
on the gastric side, the neutralization of the acid 
chyme on the duodenal side, and the ileopyloric re- 
flex. The ileopyloric reflex prevents the passage of 
the chyme from the duodenum until it is neutralized 
and thus prevents congestion of the ileum. After the 
pylorus is destroyed the duodenal ring acts as a 
sphincter and therefore the best results are obtained 
by anastomosis of the stomach and duodenum above 
that muscle. For this reason the Billroth I operation 
is better than the Billroth II operation or the Polya 
partial gastrectomy. 

The intestinal mucosa is protected from the acid 
gastric juice by the alkaline bile and duodenal secre- 
tions. The liability of ulcer formation in the small 
intestine normally decreases with the distance from 
the acid stomach. Jejunal ulcers are common only 
after anastomosing operations. If the bile and pan- 
creatic juices are diverted from the duodenum, ulcers 
are common. This has been shown in experiments 
on dogs by Exalto by the production of jejunal 
ulcers in six of seven dogs when the duodenal flow 
was diverted into the colon following gastrojejunos- 
tomy. . 
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Chyme causes acid reaction in litmus paper dipp«! 
in bile less rapidly and less completely than 
other parts of the paper. Gastro-enterostomy 
less effective for ulcers out of the direct flow of th 
regurgitated bile. Thus duodenal and pyloric ulcers 
heal more efficiently than those of the fundus o: 
elsewhere. The author does a cholecystogastro: 
tomy in the ulcer area and thus allows the bile t« 
come into contact with the area of irritation. How 
ever, as only a few cases have been treated in this 
manner, no conclusions can vet be drawn. 

Ulcers may require different treatment in differ 
ent periods of their existence. Ulcers due to trauma 
or infection may persist when irritated by acid, but 
heal quickly after alkalinization following gastro 
enterostomy, pyloroplasty, or cholecystogastros 
tomy. Inachronic ulcer the sclerosed walls may pre 
vent healing and thus make excision or the use o/ 
the cautery necessary. In some cases of chronic 
ulcer the author does a plastic operation on the 
mucosa, dissecting the ulcer layer by layer and 
covering it with healthy mucosa. This may be 
easier than a pyloroplasty. 

The article is concluded with the following sum 
mary: 

In order that postoperative pathology may be 
avoided, physiological methods should be used in 
stomach operations. 

We should individualize in gastric ulcer treat- 
ment. Gastro-enterostomy is more logical when 
there is high acidity and increased motility, but 
more apt to produce secondary ulcer. It should 
always allow free access of duodenal fluid to the 
ulcer, and when there is hyperacidity should be 
placed as near the ampulla of Vater as possible. In 
cases of chronic ulcer with sclerosis, low acidity, 
and the absence of obstruction, excision or cauter 
ization is preferable. Fixation of the stomach and 
gastroplication are of little value. Division or 
destruction of both the pylorus and duodenal 
sphincter should be avoided. Anastomosis should 
be done above the duodenal sphincter to protect 
the intestine from distention. The Billroth | 
method is preferable to other operations for resec- 
tion. 

In order to avoid useless or harmful operations 
upon the stomach or appendix more attention 
should be given to cecum mobile, the dilated, kinked 
or mobile duodenum, the ileopyloric reflex, and the 
reflex from chronic thoracic disease. 

Marcus H. Hosart, M.D. 


Schoemaker, J.: Some Technical Points in Abdom- 
inal Surgery. Surg., Gynec. & Obst., 1921, xxxiii, 
591. 


The author gives a detailed account of the 
technique he employs in various operations. By the 
method described he is able to perform a resection 
of the large intestine without opening the lumen of 
the colon; the mucosa is neither seen nor touched. 
For spasm of the pyloric sphincter he does a hemi- 
sphincterectomy. The pylorus is grasped between 
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Fig. 1. Incision in resection of stomach. 


the thumb and forefinger and an incision is made 
in the serosa. The muscle is freed, cut near the 
greater curvature, pulled out with a forceps, and 
again cut near the lesser curvature. The serosa is 
closed with three or four stitches. For resection of 
the stomach he uses the Billroth I method, employ- 
ing an incision which permits the approximation of 
the stump to the duodenum without tension. 
FREDERICK CHRISTOPHER, M.D. 


Farish, G. W. T.: A Surgical Curiosity. Canadian M. 
Ass. J., 1921, Xi, 950. 


The case reported was that of a woman, 33 years 
of age, who had been operated upon in September, 
1919, for some uterine condition. Just what had 
been done was unknown. 

She had been suffering excruciating abdominal 
pain associated with vomiting for twelve hours; the 
pulse was 96 and there was some tenderness over the 
«abdomen which was most marked over McBurney’s 
point. The symptoms had been masked by mor- 
phine. The diagnosis rested between appendicitis 
and obstruction of the intestines. 

At operation the appendix appeared normal but 
the small intestine was red, distended, and cedema- 
tous. There were no adhesions. A lump found in 
the small intestine was removed. On examination 
this proved to be a gauze sponge measuring 11 by 
30 in. Cart R. STEINKE, M.D. 





Smith, F. K.: The Diagnosis and Treatment of 
Perforated Duodenal Ulcer, Founded on Forty- 
One Consecutive Cases. Brit. M.J., 1921, ii, 1068. 





The author reports a study of forty-one consecu- 
tive cases of duodenal ulcer. The records show that 
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Union between stomach and duodenum com- 
pleted (Some Technical Points in Abdominal Surgery— 
Schoemaker). 


Fig. 2. 


in women the occurrence of duodenal ulcer is rare 
and perforation is still more uncommon, the ratio 
of men to women being 40 to 1. The youngest pa- 
tient in the series was 17, the oldest 62 years. The 
previous history of ulcer and the period of exacerba- 
tion of symptoms previous to perforation varied 
from a few hours to a week. 

Perforations are classified into three groups: (1) 
profuse, rapid, and diffuse; (2) profuse, more grad- 
ual, and more localized; and (3) small, gradual, and 
localized. Most of the author’s cases belonged to 
the first two. 

Smith describes the three classical stages: (1) 
sudden acute pain in the epigastrium, collapse, sub- 
normal temperature, rapid pulse; (2) a later period 
with few symptoms and fewer signs; and (3) acute 
peritonitis and rapid pulse with mounting tempera- 
ture. 

In making a differential diagnosis attention should 
be given to a history of indigestion, acute appendi- 
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citis, renal colic, etc. The prognosis depends upon 
the early recognition of the condition. 

With regard to the treatment the author advises 
closure of the perforation by a pursestring suture 
and irrigation of the peritoneal cavity, with an outlet 
tube in the suprapubic wound, until the fluid comes 
away clear. After closure of the suprapubic wound 
the patient should be placed in the Fowler position. 

M. R. Fiynn, M.D. 


Bachlechner, K.: Inflammatory Ileoczecal Tumors 
(Ueber entzuendliche Ileocoecaltumoren). Beitr. 
z. klin. Chir., 1921, cxxiv, 103. 

Bachlechner reports on four cases from the Braun 
clinic. 

Case 1. The illness had begun suddenly three 
months previously with abdominal pain. Since 
then, a tumor had slowly developed in the lower 
part of the abdomen on the right side. The neoplasm 
was tender on pressure and somewhat uneven. The 
diagnosis was tuberculosis or chronic appendicitis. 
Operation revealed a cecal tumor covered by 
omentum. This was resected and a lateral ileocolos- 
tomy was done. The patient recovered. 

The specimen showed that the serosa and mus- 
cularis were greatly thickened. The mucosa was 
swollen but there was no ulceration. The sections 
showed only inflammatory processes. The condition 
of the appendix is not reported. 

CasE 2. For several weeks the patient had had 
trouble in defecation and gas in the right side of the 
abdomen which was expelled with difficulty. In the 
lower part of the right side of the abdomen was a 
large tender mass extending from a finger’s breadth 
below the spinal line to the border of the costal arch. 
_At operation a tumor the size of a child’s head, 
which was firmly attached to the posterior wall of 
the cacum, was removed and the bowel joined by 
lateral anastomosis. The ileum showed considerable 
hypertrophy. The operation resulted in a cure. 

The specimen showed much induration and fatty 
formation. In the indurated cecal wall lay the 
appendix from which, fistula-like, pus-filled pas- 
sages led into the thick fatty tissues of the surround- 
ing parts. 

CasE 3. The patient was a man 71 years of age 
who for eight days had suffered with partial re- 
tention of gas and stools. There had been no vomit- 
ing or fever. A diagnosis of strangulated hernia on 
the right side was made. An area of resistance the 
size of a fist and painful on pressure was found in the 
lower right abdomen near the inguinal canal. The 
inguinal canal was scarcely penetrable with the tip 
of the finger and very tender. A large hard tumor 
of the cecum was found. The tumor and the entire 
ascending colon were resected and the continuity 
of the bowel restored by side-to-side anastomosis. 
The patient recovered. 

Pathologic examination showed induration of 
the connective tissue in the vicinity of the cecum 
which was apparently due to perforation of the 
appendix. 


INTERNATIONAL ABSTRACT OF SURGERY 


Case 4. February 20, 1920, the patient had an 
attack of acute appendicitis. After six weeks of rest 
in bed and evacuation of pus through the rectum 
his condition improved, but two weeks later there 
was recurrence of the pain and vomiting. May 12, 
1920, the cecum, which had been transformed into 
an indurated tumor, was removed and the bowel 
united by end-to-side anastomosis. A cure re- 
sulted. 

The literature contains the reports of thirty-seven 
similar cases. The cause of all inflammatory tumors 
is continued irritation due to a bacterial focus or a 
foreign body (fecal stones were not found in 
Bachlechner’s cases). Tumors of the type described 
in the vicinity of the cecum almost always develop 
insidiously and without characteristic symptoms 
because of their location in the insensitive abdominal 
region. The differential diagnosis from malignant 
tumors, tuberculosis, and actinomycosis of the 
bowels may be very difficult. Obstruction of the 
lymph, particularly in the submucosa, may favor 
the fibroplastic process. Since it is usually im- 
possible to determine the character of the tumor 
with certainty in the course of operation, Bachlech- 
ner believes that ileocecal resection is the only 
rational procedure. MARWEDEL (Z). 


Davis, C. B.: The Diagnosis and Treatment of Can- 
cer of the Large Bowel. JIlinois M.J., 1921, x! 
441. 

Davis states that early recognition of malignancy 
of the large intestine is unusual. This is due to the 
fact that the symptoms are obscure and resemble 
those of other conditions. Blood in the stools may 
not be noticed by the patient or may be diagnosed 
by him as due to piles. The obstructive phenomena 
are usually the cause of his seeking medical advice. 
Constipation with colicky pains or melena is sug 
gestive. When once malignancy is suspected, it can 
usually be diagnosed by careful and repeated ex 
aminations of the stools, which as a rule show blood, 
and by fluoroscopic and X-ray examination. The 
fluoroscope is very valuable as it shows the perma- 
nent defects caused by cancer. 

Cancer of the lower part of the rectum can be 
recognized by digital palpation or by sight through 
the proctoscope. Section for microscopic examina- 
tion is advisable even though the tumor is typical. 

The condition must be differentiated from acut« 
and chronic diverticulitis, polyposis, and tuberculo- 
sis. Its differentiation from diverticulitis requires 
microscopic examination as even when the abdomen 
is opened the appearance of the two conditions is 
sometimes similar. In polyposis there may be blood 
in the stools and pain, but the proctoscope may 
reveal a polyp and the fluoroscope shows no filling 
defect. Tuberculosis is found more frequently near 
the ileocecal region of the colon and less frequently 
as the anus is approached, while the reverse is true 
of cancer. Moreover, in tuberculosis of the colon 
other tuberculous foci are usually present in the 
body and the filling defect is of a different character. 

















The treatment is perhaps more hopeful than has 
been generally conceded as occasionally a very good 
result is obtained by wide dissection. Enlarged 
glands may be due to inflammatory reaction and 
hence do not necessarily preclude operation. A 
number of the author’s patients in whom all glands 
examined showed malignancy lived more, than five 
years after operation, and one who had involvement 
of the levator ani muscle is alive at the end of eight 
years. 

' End-to-end or side-to-side anastomosis is ideal. 
As the end-to-end anastomosis fails to unite in the 
rectum below the peritoneum, total resection of the 
rectum is indicated. The Kraske operation was for- 
merly used, but an abdominal incision is now added. 
The patient’s age, sex, and general condition, how- 
ever, determine the procedure. The Kraske oper- 
ation is best for stout persons. The advantages of 
the combined operation are a more radical removal 
of the disease and a better opportunity to determine 
operability and to make the proper type of artificial 
anus. If a long redundant loop of bowel is left, it 
will act as a reservoir. 

Marcus H. Hosart, M. D. 


Erdman, S.: High Enterostomy for the Relief of 
Ileus Complicating Appendicitis. Surg. Clin. N. 
Am., 1921, i, 1663. 

Erdman reports three cases in which high enter- 
ostomy was performed for the relief of ileus compli- 
cating appendicitis. 

The first patient, a man aged 34, began to have 
steady colicky pain in the lower abdomen, with 
nausea, but no vomiting, on October 6, 1921. Later 
the pain became localized over the appendix. The 
bowels moved on the second and third days. On the 
third day dysuria supervened. 

On October 10 the patient was admitted to the 
hospital with a temperature of 102 degrees F. The 
blood count showed 16,000 leucocytes and 88 per 
cent polynuclears. The right lower abdomen was 
rigid and there was marked rebound tenderness over 
the entire abdomen. A small mass was palpable in 
the region of the appendix. 

Operation was performed at once, a completely 
gangrenous appendix surrounded by 2 oz. of pus 
with the odor of colon bacillus being removed. The 
peritoneum of the surrounding intestines was acutely 
inflamed. Two cigarette drains were inserted. 

For two days following this operation the temper- 
ature remained elevated and the pulse became more 
rapid. Abdominal distention became constantly 
more marked and there was vomiting at frequent 
intervals despite repeated lavage of the stomach. 
On the seventh day of the illness and the third after 
operation a small amount of gas and feces was 
passed following a colon irrigation combined with 
the administration of pituitrin. The pulse on this 
day was 144 and the general condition was very 
grave. 

A high enterostomy was then performed. The 
vomiting and distention were somewhat relieved 
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but death occurred eighteen hours later. No autopsy 
could be made. 

The technique of high enterostomy as performed 
in this case was briefly as follows: 

An oblique intermuscular incision was made in the 
left side of the abdomen just lateral to the left rectus 
and a little above the level of the umbilicus. With- 
out trauma or unnecessary handling, a short loop of 
distended intestine was drawn out of the incision. 
On the convex surface a circular pursestring chromic 
suture was placed, the intestine opened with the 
thrust of a scalpel, a No. 20 French catheter rapidly 
introduced for 3 in., and the pursestring suture at 
once tied snugly. The end of the catheter had been 
previously cut off, and a lateral opening made in it 
near the tip. The tube was then depressed along the 
convex surface of the bowel so that it lay in a furrow, 
and the edges of the furrow were sutured together 
over the tube for a distance of 114 in. according to 
the Witzel method of gastrostomy. The intestine 
was then returned to the peritoneal cavity and sut- 
ured lightly to the peritoneum. The wound was not 
sutured but the tube was fastened to the skin edge 
with silk. A small rubber-dam drain was placed 
down to the peritoneum. 

The second patient, a boy aged 8 years, was ad- 
mitted to the hospital October 4, 1921, suffering 
from acute suppurative appendicitis with spreading 
peritonitis, the illness being then of four days’ dur- 
ation. He had had one similar attack four months 
before. On his admission to the hospital his temper- 
ature was 103 degrees F. and the blood count showed 
16,000 leucocytes and go per cent polynuclears. 

Operation was performed immediately, a sup- 
purative appendix being removed. The appendix 
was surrounded by several ounces of purulent fluid 
(culture showed colon bacillus) and its tip lay to 
the left of the midline over the brim of the pelvis. 
As there was practically no walling off, a spreading 
peritonitis had developed. A rubber-dam Mikulicz 
drain was inserted and the wound left unsutured. 

Following the operation the abdomen became dis- 
tended and each day vomiting occurred several 
times. Colon irrigations and catharsis failed to ob- 
tain satisfactory returns. On the seventh day after 
the operation a pocket of pus, which had been felt 
through the rectum, was drained through the appen- 
dix wound and about 3 oz. of pus were evacuated 
from the depths of the pelvis. On the thirteenth 
day a high enterostomy was performed. 

The vomiting never recurred after the operation 
and the distention was rapidly and markedly relieved. 
The boy was discharged from the hospital cured 
November 9, 1921. 

The third patient, a male aged 60, was admitted 
to the hospital September 23, 1921, withsymptoms of 
intestinal obstruction complicating a ruptured ab- 
scess of the appendix. For two weeks he had been 
sick in bed. The onset of the illness was character- 
ized by general abdominal pain, nausea, and diar- 
rhoea. After the first day the pain became localized 
in the right lower quadrant and remained there for 
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six days. Five days before the patient’s admission 
to the hospital vomiting recurred. The vomitus 
was definitely fecal, and for thirty-six hours no gas 
or faces had been passed. 

Operation was performed immediately. No at- 
tempt was made to find the appendix which was not 
visible in the wound. A high enterostomy was per- 
formed according to the technique described in the 
first case. 

For three days there was profuse drainage, aver- 
aging about 1,500 c. cm. per day. The tube was 
removed on the fourth day, after which there was 
scarcely any drainage as the valve action of the 
enterostomy opening came into play and the wound 
healed very promptly. The convalescence was rapid 
in spite of a fecal fistula in the appendix wound 
which discharged from the fourth to the seventeenth 
day. The patient was discharged October 18. 

From this limited experience the author concludes 
that much more efficient drainage of the toxic intes- 
tinal contents can be obtained by a high enterostomy 
than by a low enterostomy. 

The relief of vomiting and distention is greater 
after a jejunostomy than after a low ileostomy. 

A high ileostomy can be performed rapidly, with 
a minimum of trauma, and under local anesthesia, 
and should cause no appreciable shock. 

The valve-like action of a properly performed 
jejunostomy results in automatic closure of the 
opening as soon as the tube is removed, and no 
secondary operation for closure is necessary. 

After primary relief of obstruction the tube may 
be used for the introduction of fluids. 

MArcartt I. MALoney. 


Packard, H.: Appendicular Lithiasis: Reports of a 
Case Unique in the Annals of Surgery. Boston 
M.& S.J., 1921, clxxxv, 656. 

The author reports a case of appendicitis in which 
operation disclosed a ragged hole in one side of the 
appendix through which protruded a large irregular 
stone with apparently the hardness of porcelain. 
No pus was encountered. The hole was apparently 
caused by pressure necrosis. The stone measured 
4 by 2 by 1 cm. and on section was found to consist 
of inspissated fecal material and irregularly con- 
centric deposits of amorphous bile salts. 

FREDERICK CHRISTOPHER, M.D. 


Mechling, C. C.: Tuberculoma of the Ischiorectal 
Fossa. Am. J. Surg., 1921, XXxv, 371. 


Tuberculosis primary in the anorectal region is 
well known and may be present in the ischiorectal 
fossa without evidence of the disease in other parts 
of the body. In most cases reported in the literature, 
however, there were ulcerative lesions, fistula, or 
miliary deposits which tended to break down and 
form tuberculous ulcers. In distinctly localized 
disease, complete excision together with extensive 
actino-radiotherapy seems to give the best progno- 
sis, but the patient should be examined frequently 
after the operation. 
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Mechling reports a case of tuberculoma of the 
ischiorectal fossa which caused pain and tenderness 
in the region of the rectum. A small round swelling 
developed about the anus and had continued to in- 
crease in size and tenderness for six weeks. Except 
for indigestion, constipation, weakness, and lassi- 
tude, the history was negative. 

On physical examination a hard, round, tender, 
and cartilage-like mass the size of a hen’s egg was 
felt in the ischiorectal fossa. The growth suggested 
a lipoma with a tough capsule. It seemed to be 
attached to the ischium and did not feel or appear 
to be due to inflammation. The skin over it was 
movable. There were no hemorrhoids or mucous 
membrane lesions. The X-ray examination and the 
blood Wassermann test were negative. 

Under novocaine anesthesia the tumor was re- 
moved en bloc through a crescent-shaped incision 
between the anus and ischium. It contained thin 
pus. Pathologic examination showed it to be a 
tuberculoma. When the stitches were removed on 
the seventh day pus escaped. The wound was then 
treated according to the Carrel technique. Smears 
taken on the fifteenth and twenty-fourth days 
showed tubercle bacilli. The wound was healed b\ 
the fortieth day. Since his discharge from the 
hospital the patient has been in good health. 

Watter C. Burkert, M. D. 


Dudley, G. S.: Ischiorectal Abscess: Its Etiology, 
and a Method of Treatment to Avoid Fistula 
and Recurrence. Am. J. Surg., 1921, xxxv, 365. 

On the second surgical division at Bellevue Hos 
pital during the past three years, 25 per cent of 
ninety cases of ischiorectal abscess resulted in com 
plete cures, i.e., normal bowel control and no sinus 
Of the remaining cases, one was a case of epithelioma, 
one was fatal because of gas bacillus infection, two 
were cases of tuberculosis, two were complicated by 
diabetes mellitus, and in others there was a histor, 
of repeated operations in the treatment of the ab 
scess. The usual sequence of events was: (1) oper 
ative incision of an ischiorectal abscess, (2) the form 
ation of a persistent sinus, and (3) recurrence of thi 
abscess. 

With regard to the relationship of ischiorectal 
abscess to pulmonary tuberculosis Walsham cites 
801 cases under treatment for three years in which 
there were only five cases of anal fistula and two 
cases of ischiorectal abscess. In 133 autopsies onl\ 
one anal fistula was found. Gant states that tuber 
culosis is present in from 4 to 6 per cent of cases o! 
anal fistula. Dudley has noted that only a few ab 
scesses and fistula are proved tuberculous by histo 
logic examination—not more than 2 per cent. 

Except in cases of hematogenous origin, truc 
ischiorectal abscess is practically always secondary) 
to a break in continuity of the anal mucosa. In the 
beginning the process may be considered as a blind 
internal anal fistula with abscess formation. Hard 
feces or a sharp foreign body may lacerate the mu 
cosa and open a path for infection of the poorly 











resisting fatty tissue. Other less common causes are 
inflamed and thrombosed hemorrhoids, rectal ulcer- 
ation, polypi, and neoplasms. Debilitating illness, 
such as influenza and pneumonia are not uncommon- 
ly complicated by ischiorectal abscess. 

The weakest point in the bowel wall is the small 
anal canal between the two sphincter muscles which 
is separated from the fatty tissue of the ischiorectal 
fossa only by tendinous insertions of longitudinal 
muscle fibers. This becomes more pronounced with 
age and prolonged straining during defecation. 

During the last three or four days before the pa- 
tient seeks medical advice the ischiorectal abscess 
compresses the fat of the fossa, thus permitting 
union of the original injury to the mucosa. Conse- 
quently at operation the point of infection may be 
difficult to find. 

The surgical treatment has two main objectives: 
first, to evacuate the pus and provide drainage; sec- 
ond, to determine the point of entrance of the infec- 
tion. The author recommends: pre-operative castor 
oil catharsis, two soap-suds enemata in the evening 
of the day before operation, general anesthesia with 
the patient in the lithotomy position, and thorough 
manual dilatation of the sphincter muscles by grad- 
ual stretching for five to ten minutes to permit in- 
spection of the anal mucosa. A definite defect or 
locally inflamed indurated area on the mucosa is 
then seen. The abscess is incised by an ample radial 
incision. After retraction of the wound edges, a 
second search for the tract is made with the probe 
externally and a finger in the rectum. As frequently 
the probe will pass into the gut lumen, care must be 
taken not to make an artificial hole. The entire tract 
should ‘be laid open by incision and division of the 
external sphincter to place the tissues at rest. Pus is 
taken for bacteriological study and a section of the 
abscess wall for histological examination. The 
wound is packed with petrolatum gauze. 

Postoperatively the gauze is changed and the 
wound irrigated following the first bowel movement 
‘usually the third day) and subsequently each day. 
The wound heals by granulation from the depths. 
Daily hot sitz baths are beneficial, hastening con- 
valescence. If an internal opening was not found at 
operation, a search is made for it at the dressings 
with the probe externally and the finger in the gut 
lumen. If it is located, the patient is again anes- 
thetized, the tract is laid open, and the external 
sphincter is divided. 

If the abscess were opened and drained simply by 
« skin incision, the cavity would contract to a small 
persistent sinus and recurring abscesses might form 
as the result of renewed infection from the rectum. 
\n unusually large abscess or an abscess involving 
both ischiorectal foss#2 may required a second oper- 
ation for complete cure. 

In Dudley’s opinion Elting’s method of dissecting 
back and resecting the diseased mucosa and suturing 
healthy mucosa to the anal mucocutaneous margin 
is as dangerous as the Whitehead method. 

Warter C. Berket, M. D. 
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Pennington, J. R.: A Classification of Rectal Fis- 
tule: The Treatment of Each Variety. Am. J. 
Surg., 1921, XXXV, 372. 

In reviewing the development of the rectum and 
anus the author describes particularly the pectinate 
line with its sinuses, crypts, and columns of Mor- 
gagni which marks the junction between the rectum 
and anus and is the region at or near which the great 
majority of rectal diseases begin. The pectinate line 
and the rectal fascia he calls the “splanchnosomatic 
funnel.”’ This, he believes, marks the division 
between visceral and perineal diseases. 

Pennington classifies fistule according to the 
anatomical location of the inner opening as follows: 
anal (opening located in the anus); anorectal 
(opening located at the pectinate line); rectal 
(opening passes through the wall of the rectum 
proper); and rectosigmoid (opening penetrates the 
bowel wall at the rectosigmoid juncture). Other 
terms, such as “horseshoe,’’ “watering pot,”’ 
“multiple,” etc., are merely expressions of com- 
plexity, multiplicity, position, or shape. Between 
85 and oo per cent of fistule are of the anorectal 
type. 

Anal fistula require only incisions, and anorectal 
fistula, complete dissection and immediate suture. 
Rectal fistulae may be treated by the author’s 
seton method, and rectosigmoidal fistulae, by the 
author’s method of ligation. 

The gravity of the condition depends upon the 
location of the inner fistulous opening. Rectal 
fistula are more serious than anal fistule. The 
number of external openings has little to do with 
the gravity of the condition. 

In 6,296 cases reported the external opening was 
in the median line in 1,262 (in 154 behind the anus), 
and on the sides in 5.437 (1290 more being on the 
left side than on the right). 

The author calls attention to the prevention of 
fistula by early evacuation of the abscess followed 
by drainage and filling with bismuth paste every 
two, three, or four days. 

Water C. Burkert, M.D. 


Ruebsamen, W.: New Operative Principles for the 
Treatment of Vestibular Anus (Neue Operations- 
prinzipien bei Anus praeternaturalis vestibularis). 
Ztschr. f. Geburtsh. u. Gynack., 1921, \xxxiv, 46. 

By the term “vestibular anus” is meant a de- 
velopmental anomaly of the external genitals in 
which the rectum empties into the urogenital sinus 
because the cloaca, into which the bladder, vagina, 
and gut empty in the early embryonic stage, is 
persistent. In some of these malformations there is 
a normal anus in addition to the abnormal opening. 

If the opening of the gut is not insufficient, this 
malformation does not always cause symptoms even 
during pregnancy and labor. Such a case the author 
reports in detail. He describes also another case in 
which, in addition to a normally situated anus, 
there was an abnormal opening of the gut in the 
vagina which was surrounded by only rudimentary 
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sphincteric muscles and necessitated surgical treat- 
ment. 

The operation was done under local anesthesia. 
As the vaginal fistula was markedly altered by 
cicatrices from a previous operation, the incision was 
made around it at a distance of 44cm. The edges 
of the wound were well mobilized and closed with a 
mattress suture. The line of suture was invaginated 
toward the rectum in a transverse direction by 
means of double catgut. The fistula was then further 
mobilized proximally so that it could be drawn out 
with the rectum, a transverse incision 3 cm. long was 
made in front of the anus, and the sphincter ani 
muscle, which was normally developed, was exposed 
anteriorly and separated for a distance of 114 cm. 
from its adhesions to the rectal wall. By piercing 
the intervening tissue, the lower wound region was 
connected with the upper wound region, and by 
drawing the sutures outward under the sphincter 
the sutured fistula was attached externally below the 
sphincter. The sphincter was then sutured to the 
gut proximally to the sutured site of the fistula, and 
the sutures with which the fistula was coapted were 
passed to the inner surface of the anal skin and 
tied. In the final step the vaginal wound edges 
were resected, the wound was closed after suture 
of the levators with buried catgut sutures, and the 
closing suture was placed in the transverse perineal 
wound. Complete continence resulted. 

In conclusion Ruebsamen cites the results in four 
cases reported by other authors. Under certain 
conditions a vulvovestibular anus may cause 
serious disturbances during pregnancy, in labor, and 
in the puerperium, especially when pelvic anomalies 
are associated with it. If the described operative 
procedure is to be used for cases with an associated 
atresia of the anus, it must be supplemented by an 
additional procedure in which an anal opening 
is made in the lumen of the sphincter found at the 
normal location. The closure of the abnormal 
anus and partial proximal displacement of the 
sphincter should then be done in the manner 
described. Bope (Z). 


Gant, S. G.: The Relation of Pulmonary and Ano- 
Rectal Tuberculosis to Fistula in Ano. Am. J. 
Surg., 1921, Xxxv, 368. 


Of 5,000 fistule treated by Gant, only 10 per 
cent were tuberculous. The records of institutions 
for the treatment of pulmonary tuberculosis show 
that from 1 to 30 per cent of patients with that 
condition have fistula in ano but after a study of 
statistics from several sanitaria and his own cases, 
the author concludes that 5 per cent is more nearly 
correct. Only a small percentage of anal fistule are 
tuberculous. Ninety-seven per cent of tuberculous 
and anorectal ulcers and fistula are due to tubercle 
bacilli of the human type and 2 per cent to those of 
the bovine type. Five per cent are primary and 95 
per cent are secondary to tuberculosis in some other 
structure, usually the lungs. Tuberculosis elsewhere 
in the body may be secondary to anorectal tubercu- 
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lous ulceration and fistula, especially following oper- 
ation. 

The author classifies anorectal fistula according 
to their healing time and relation to tuberculosis as 
follows: (1) ordinary fistulz in cases of pulmonary 
tuberculosis, which usually heal rapidly after oper- 
ation; (2) tuberculous fistula in otherwise healthy 
subjects; in these cases it is unsafe to give an opin- 
ion as to the time required to effect a cure; and (3) 
tuberculous fistulz in cases of pulmonary tubercu- 
losis (double infection may so devitalize the patient 
that neither condition will heal). 

The early symptoms of tuberculous fistula un- 
complicated by lung involvement are a discharge, 
rectal discomfort, and irritation of the peri-anal 
mucosa and skin for a long period of time. Asa rule 
cases of pulmonary tuberculosis with tuberculous 
fistula in ano have the usual symptoms and signs 
of pulmonary tuberculosis. Some patients, however, 
have no symptoms suggesting tuberculosis, and the 
character of the fistula is discovered only when the 
tubercle bacilli are found in the discharge. The fis- 
tulez are seldom painful or sensitive to the touch. 

The final diagnosis depends upon the finding of 
the tubercle bacilli in the discharge, the scrapings 
from the tract, or sections of the fistula wall. It must 
be remembered, however, that tubercle bacilli are 
found in the anal region in cases of pulmonary tuber- 
culosis. The smegma bacillus must be ruled out. 

The findings upon which the differential diagnosis 
between ordinary fistula and tuberculous fistula is 
based are summarized as follows: 


TUBERCULOUS FISTULA 

Openings large, irregular, 
and with undermined 
purplish edges 


ORDINARY FISTULA 

Internal and external open- 
ings small, round, and 
situated in the center of 
an elevation 

Buttocks plump Buttocks emaciated 

Hairs of peri-anal region Hairs abundant, long, and 
normal silky 





No cachexia 

Face, ears, and nose un- 
changed 

Voice natural 

No loss in weight 

Discharge slight, thick, and 
yellow 

Probing difficult 

Appetite normal 

Digestion good 

No night sweats 


No lung involvement 


Discharge contains colon 
bacilli, streptococci, or 
staphylococci 

Tight sphincter 

Temperature normal 


Cachexia 

Face pinched, nostrils di- 
lated 

Voice husky 

Marked emaciation 

Discharge thin, profuse, and 
whitish 

Probing easy 

Appetite poor 

Indigestion 

Exhausting night sweats 

Sleep disturbed 

Pulmonary lesion with or 
without hemorrhages 

Discharge contains tubercle 
bacilli 


Patulous anus 
Afternoon rise of 
perature 


tem 


The prognosis is fairly good for ordinary fistula 
in tuberculous subjects with vitality, and for tuber- 
culous fistula in persons otherwise healthy although 














healing is slow. Occasionally primary and second- 
ary tuberculous fistule and ordinary sinuses in 
phthisical subjects are not healed by palliative or 
operative measures and the patient dies of phthisis 
or exhaustion due to local lesions. Many apparently 
otherwise healthy persons have latent tuberculous 
foci in the lungs and die shortly after operative 
treatment of the fistula, probably because of light- 
ing up of the tuberculous process by the ether or 
other general anesthetic. 

Palliative measures give comfort and strengthen 
the patient for the operation. These consist of en- 
larging the fistulous openings, cleansing and drain- 
ing the sinus, stimulating the ulcers, the use of 
salves, suppositories, or dusting powders to relieve 
the pain and allay the irritation of the anal mucosa 
and skin, and the general measures usually em- 
ployed in the treatment of tuberculosis. 

Operability is determined by the patient’s vitality. 
In some cases a cure has been obtained by operation 
on the fistula followed by mountain life. Anorectal 
sinuses and the majority of ordinary fistule in tuber- 
culous subjects are readily operated upon under local 
anesthesia. Rarely, deep and complicating fistule 
requiring general anesthesia are divided under 
anesthesia induced with gas or chloroform but never 
with ether as the latter aggravates the pulmonary 
lesion. The author recommends infiltrating the 
bridge overlying the fistulous tract with 24 per cent 
eucaine. After division of the sinus, the removal of 
overhanging edges with the knife, scissors, or cau- 
tery, the wound is treated with phenol or cauterized 
to prevent extension by any injured lymph or blood 
vessels, and packed with gauze to prevent bleeding. 

After the operation special stress is placed upon 
— measures used in the treatment of tubercu- 
Osis. 

Gant prefers operative division to excision of tuber- 
culous fistule. The ligature operation has been 
abandoned since local anesthesia has been used. 

WALTER C. BurkeET, M. D. 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


Walters, W.: Pre-Operative Preparation of Patients 
with Obstructive Jaundice. Surg., Gynec. & 
Obst., 1921, xxxiii, 651. 

A study was made of cases in which death oc- 
curred after operation for obstructive jaundice in the 
Mayo Clinic during 1918, 1919, and 1920, witha view 
to determining the cause of death and its relation to 
the degree of jaundice and the coagulation time of 
the venous blood. 

More than one-half of the deaths following opera- 
tions upon jaundiced patients were due to hemor- 
rhage, while in the cases of unjaundiced patients 
death from hemorrhage was exceedingly rare 
although the operation was similar. Thus it would 
seem that death from hemorrhage in such cases is 
dependent on a coagulation time of more than ten 
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minutes and a marked degree of jaundice. The 
hemorrhage seems to be due to a continual oozing 
from traumatized surfaces rather than bleeding from 
several arteries. 

In view of the work of King, Bigelow, and Pearce, 
the belief seems justified that calcium offers the best 
means of preparing jaundiced patients for operation 
as it reduces not only the coagulation time of the 
blood, but also the toxicity produced by the circu- 
lating bile pigments. Lee and Vincent have sug- 
gested the intravenous use of calcium. From 5 to 
10 c. cm. of a 10 per cent solution of calcium chloride 
in redistilled water, which was given each of four 
patients with obstructive jaundice who had an ab- 
normally high blood coagulation time, lowered the 
coagulation time to normal after three injections on 
successive days. In addition, these patients were 
—_ calcium lactate by mouth in doses of 100 gr. 

aily. 

Mann has been able to keep dogs alive for from 
twenty to thirty-four hours after the removal of the 
liver by intravenous, subcutaneous, and intraduo- 
denal injections of glucose. In view of this work, 
jaundiced patients in the Mayo Clinic have been fed 
large quantities of carbohydrates and the amount of 
glucose has been increased by Murphy drip procto- 
clysis of a 15 per cent glucose solution in tap water, 
one hour on and one hour off. Four thousand cubic 
centimeters of water are given by mouth every 
twenty-four hours to increase the body fluids and to 
aid in the elimination of bile pigments. If the patient 
does not respond to this regime, transfusion of blood 
is indicated twenty-four to forty-eight hours before 
operaticn. 

In operations for obstructive jaundice the various 
steps of the operation should be carried out with the 
utmost gentleness, care being taken not to trauma- 
tize the tissues, especially those of the liver. For 
this reason cholecystectomy should not be performed 
at the primary operation if it can be avoided. 


Langley, G. J.: The Difficulties in the Diagnosis 
and Treatment of Hepatic Abscess. Brii. M. J., 
1921, ii, 1073. 

Hepatic abscess has assumed new interest among 
British physicians because of its relative high fre- 
quency following over-seas service, the difficulties 
of accurate diagnosis, and the striking results of 
emetine treatment. Surgical treatment of liver ab- 
scess may be followed by recurrence as in the fol- 
lowing cases: 

The first case was that of a man, aged 43, who 
contracted dysentery in Palestine in 1918. A large 
liver abscess was opened and drained. Two years 
later he was admitted to a hospital with intense 
hepatic colic and a markedly enlarged liver. X-ray 
examination showed fluid at the right base and a 
fixed diaphragm. Under treatment, the diaphragm 
and liver returned to normal. About one year later 
an acute liver abscess developed, from which over 
2 pints of pus were evacuated. He made a good 
recovery. 
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The second case was somewhat similar except that 
all the symptoms and signs of an acute hepatic 
abscess disappeared under emetine treatment and 
the patient has since remained well. 

The syndrome of dysentery, pyrexia, leucocy tosis, 
and hepatic pain and enlargement is generally 
diagnosed as hepatic abscess, but it is important 
to bear in mind the fact that although the right 
dome of the diaphragm may be pushed up and 
fixed, the pathologic condition may be acute amoebic 
hepatitis. This is the early stage of the disease, in 
which errors of diagnosis are frequent and emetine 
effects a cure. It is usually impossible to differenti- 
ate hepatitis from abscess unless there is an actual 
bulging. Emetine treatment consisting of 1 gr. 
of the hydrochloride given hypodermically night 
and morning may obviate much _ unnecessary 
surgery. The rapid diminution in the size of the 
liver can be observed roentgenographically, and in 
the course of one or two weeks the patient’s con- 
dition is comparatively normal, without pain or 
fever. 

The temperature curve in the early stages of the 
disease resembles very closely that of an enteric 
infection, but speedily returns to normal under 
emetine treatment. 

Two forms of dysentery are frequently noted in 
amoebic infections. In one, diarrhoea occurs at 
night, the bowel acting three or four times, while 
in the other there are two or three loose evacuations 
in the morning between breakfast and luncheon 
followed by intestinal quiet for the rest of the day. 
This condition is frequently neglected until hepatic 
infection occurs. The author cites an illustrative 
case and a case of amoebic abscess in the lesser 
peritoneal cavity in which recovery followed 
surgical intervention combined with emetine treat- 
ment. Two cases of hydatid cyst of the liver are 
reported to illustrate points in the differential diag- 
nosis. V. G. Burpen, M. D. 


Judd, E. S.: Surgery of the Gall-Bladder and Bil- 
iary Ducts. Canadian M. Ass. J., 1921. xi, 930. 


In cases of infection of the gall-bladder and bile 
ducts early operation is usually followed by good re- 


sults. The onset of jaundice or the extension of 
infections to the pancreas increases the severity of 
the condition. 

Recent experimental work by Mann has shown 
that total hepatectomy in the dog is followed by 
death within a few hours, but if glucose is introduced 
into the blood stream, immediate resuscitation oc- 
curs and life may be prolonged for many hours. It 
is not known whether the condition which occurs 
during jaundice is due to toxemia, disturbance of 
liver function, or the influence of bile in the blood. 
Bell’s studies on biliary cirrhosis have demonstrated 
the regenerative powers of the liver when the gall- 
bladder is anastomosed to the intestine after total 
occlusion of the common bile duct. This work sug- 
gests the possibility of some temporary substitute 
for liver function which will favor complete recovery. 
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Chronic pancreatitis with associated cholecystitis 
is best relieved by cholecystectomy. Acute pancrea 
titis should be treated in the most conservative min 
ner. 

The route of infection is probably by way of the 
blood stream and lymphatic vessels. There is little 
clinical evidence to indicate duct-borne infection 
Cholecystitis and hepatitis are frequently associated, 
and infection gaining entrance by the portal circuls 
tion may pass to the gall-bladder by means of com 
municating lymphatics between the. gall-bladder 
and liver. In the associated lesions pancreatitis is 
secondary to cholecystitis and the infection ma) 
extend from the gall-bladder to the pancreas by wa) 
of the lymphatics. Lesions in the liver and pancreas 
frequently coexist with inflammation in the stomach. 
appendix, or duodenum. In these cases the infection 
probably originates in the appendix and extends to 
the gall-bladder and duodenum by way of the lym 
phatics. 

Mann has produced specific cholecystitis in th« 
dog by injecting chlorinated soda intravenously ; th: 
solution gained entrance to the tissues of the gall 
bladder through the blood stream. Therefore any 
material in the blood may become lodged in th: 
tissues of the gall-bladder. 

The recurrence of symptoms after operations on 
the gall-bladder may be due to the formation o| 
stone or to retained infection. In some instances 
hepatitis and pancreatitis are the causes and, as a 
rule, gradually disappear. Sometimes the remaining 
symptoms are due to an ulcer or an inflamed appen 
dix which should have received attention at the 
original operation. 

In a small group of cases at the Mayo Clinic in 
which cholecystectomy had been performed for 
cholecystitis, complete relief of symptoms lasted for 
from six months to six years. Recurrence of typical! 
hepatic colic then followed. in some instances with 
slight jaundice. At a second operation no lesion was 
found except a slight degree of hepatitis or pancrea 
titis. Drainage of bile was established by placing a 
small tube in the duct,and the patients were appar 
ently permanently relieved. These cases probabl\ 
represent exacerbations of hepatitis, pancreatitis, 01 
both which existed at the time of the original oper 
ation. Marked changes in the function of the liver 
and pancreas may occur without gross changes in 
these viscera. It is probable that recurrence 0! 
symptoms is not caused by the absence of the gall 
bladder because so few patients have such symptoms 
after cholecystectomy. The question arises as to 
whether these patients should have had common 
duct drainage at the primary operation. 

The types of cholecystitis may be grouped clini 
cally as follows: 

Type t is disease of the gall-bladder characterized 
by typical hepatic colic. The acute pain is followed 
by residual soreness in the gall-bladder region and 
remission of all symptoms until another attack. The 
attacks may recur for several years and gradually 
produce intermediate symptoms referable to the 

















digestive tract, thus developing into cases of gall- 
bladder dyspepsia. 

Type 2 is the so-called gall-bladder dyspepsia 
which may or may not be preceded by intermittent 
hepatic colic. In the absence of a history of typical 
attacks, the diagnosis is difficult. Infection of the 
appendix or gall-bladder may be the cause of dys- 
pepsia, but in the absence of local symptoms the 
diagnosis of secondary dyspepsia is hazardous. The 
dyspepsia of ulcer has a characteristic and definite 
sequence of symptoms, relief obtained by food or 
alcoholics, and periodicity of pain. In cases of gall- 
bladder disease the symptoms are aggravated or are 
not affected by food. Pain is often constant through 
the day but rarely gives trouble at night. Although 
the roentgenogram is efficient in the recognition of 
ulcers of the stomach or duodenum, it is of little 
value in the diagnosis of diseases of the gall-bladder, 
even when stones are present. The method of diag- 
nosing lesions of the biliary tract by study of the 
bile obtained after the introduction of magnesium 
sulphate into the duodenum through a Rehfuss tube 
has not proved of great importance in the hands of 
Hartman at the Mayo Clinic. The condition of the 
bile does not always reveal the conditions in the 
biliary tract. 

Type 3 is infection which is retained in the gall- 
bladder over a long period and acts as a focus for 
more or less general infection. The diagnosis is diffi- 
cult to establish. It is essential that there be some 
local evidence of disease before treatment is consid- 
ered. 

Type 4 is disease of the gall-bladder associated 
with migraine. At present the relationship cannot 
be explained, but treatment of the gall-bladder per- 
manently relieves the migraine. It is possible that 
relief might have been obtained by any sort of oper- 
ation as is often the case in epilepsy. 

Type 5 is disease of the gall-bladder associated 
with changes in the cardiovascular system, such as 
endocarditis, myocarditis, or coronary sclerosis. In 
the treatment the best compensation possible for 
the cardiac condition should be obtained and an 
operation on the infected gall-bladder then per- 
formed. 

Most cases of cholecystitis and cholangitis are 
surgical. In chronic cases operation may be done at 
the most convenient time. In acute attacks accom- 
panied by jaundice it is usually best to wait until 
the attack has subsided, always keeping in mind, 
however, the possibility of rupture of the gall-blad- 
ler or extension to the pancreas. If a severe degree 
of pancreatitis is suspected, immediate operation 
otfers the best chance for recovery. In cases of acute 
pancreatitis and necrosis, operation must be per- 
formed with the least amount of trauma, and usually 
should consist of drainage of the gall-bladder and 
the placing of several small drains to the capsule of 
the pancreas. A secondary operation may be neces- 
sary. 

The presence of jaundice presents a serious com- 
plication; if possible, operation at this time should 
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be avoided. Operation on patients with beginning 
jaundice is comparatively safe, but in cases of well- 
established jaundice the risk is high. When jaundice 
is decreasing, operation should be deferred until it 
has reached its minimum. The great danger is 
hemorrhage from the cut surfaces or the mucous 
membrane. The coagulation time and calcium time 
are not always safe indexes to the tendency to bleed. 
Immediate operation is demanded even in the pres- 
ence of jaundice when the common duct is completely 
obstructed. In these cases pre-operative preparation 
to lessen the liability to postoperative bleeding 
should include blood transfusion and the intravenous 
administration of calcium. Transfusion after oper- 
ation is also of value. 

Complete occlusion of the common duct is a seri- 
ous embarassment to liver function. Urea me- 
tabolism, bile secretion, the formation of glycogen, 
and the detoxicating power of the liver are all or in 
part destroyed and a state of cholamia ensues. 
Transfusion of whole blood is at present known to 
be a beneficial procedure. When bile ceases to drain 
satisfactorily after drainage has been instituted 
serious trouble is apt to follow. In such cases trans- 
fusion of whole blood frequently reestablishes and 
sustains the flow. V. G. BurveEn, M. D. 


Magoun, J. A. H., Jr., and Renshaw, K.: Malignant 
Neoplasia in the Gall-Bladder. Ann. Surg., 
1921, lxxiv, 700. 

The authors report their studies on a series of 
eighty-four cases of malignant neoplasia of the gall- 
bladder collected from 7,878 operations for gall- 
stones in the Mayo Clinic between January, 1907, 
and January, 1921. 

Males and females were afflicted in the ratio of 
about one to four. Seventy-five per cent of the 
patients were between the ages of 50 and 70 
years. 

Carcinoma is the most common type of malig- 
nant neoplasm of the gall-bladder. Sarcoma is 
exceedingly rare. In a large number of cases gall- 
stones were present. Early cholecystectomy for 
stones will either prevent the development of malig- 
nancy or reveal the condition in its incipiency. 

Twenty-nine of the thirty-eight patients on whom 
cholecystectomies were performed had had symp- 
toms referable to the gall-bladder for more than 
one year; nine had had symptoms for less than 
one year. 

If the condition is operable, cholecystectomy 
should be performed. Cholecystostomy should be 
done only when there is a severe infection of the gall- 
bladder or when a path must be formed for the 
introduction of radium (W. J. Mayo). As cholecyst- 
ostomy for stones had been performed elsewhere in 
five of the eighty-four cases, it is evident that malig- 
nancy may develop in gall-bladders that have been 
drained. 

W. J. Mayo considers jaundice a contra-indica- 
tion to operation when a definite diagnosis of malig- 
nancy of the gall-bladder has been made. 
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Complications may be due to perforation of the 
gall-bladder, empyema, or extension to a neighbor- 
ing viscus by continuity, contiguity, or metastasis. 

Of the patients on whom cholecystectomies had 
been performed, seven (8.3 per cent) were alive six 
years after the operation. The diagnosis in these 
cases was gall-stones in three, gall-bladder disease 
in three, and gastric carcinoma in one. In the last 
case adhesions had developed between the gall- 
bladder and the pylorus. The operative procedure 
was cholecystectomy in five, cholecystectomy, ex- 
cision of adjacent liver tissue, and choledochotomy 
in one, and cholecystectomy and gastro-enterostomy 
in one. 


Amberger: Radical Operation for Carcinoma of the 
Common Bile Duct (Radikal operiertes Carcinom 
des Ductus choledochus). Arch. f. klin. Chir., 1921, 
cxvii, 189. 

This article reports a case of carcinoma of the 
common bile duct operated upon successfully. 
According to the author, only two other cases, 
those of Kehr and Doberauer, are known. Amber- 
ger’s case was operated upon radically one and one- 
half years ago. The patient, a man 52 years old, 
was admitted to the medical division of a hospital 
April, 13, 1919, after having suffered with a gastric 
disturbance for two months. Previously he had 
always been well. The gastric symptoms (pain, 
nausea, and anorexia) had gradually decreased but 
were followed by a severe grade of icterus and 
tenderness of the gall-bladder. When the patient 
was placed on a meat-free diet occult blood was 


repeatedly demonstrated in the stools. The gall- 
bladder was distinctly palpable. 

After observation for two months, the patient 
was admitted to the surgical division. He was then 
very much emaciated and had marked icterus and 


pruritus. He was operated upon June 15, 1919 
after a four-day preparation with calcium chloride 
and digipuratum. The diagnosis was “‘closure of the 
common bile duct, probably of malignant nature.” 
At operation an incision was made at the costal 
border and adhesions were broken up. The gall- 
bladder was found to be enlarged and puncture 
showed white bile. At the juncture of the common 
bile duct and the cystic duct and surrounding the 
bile duct was a hard tumor the size of a cherry. 
The hepatic duct was about as thick as the small 
intestine, but the caliber of the efferent bile duct 
was normal. The tumor was removed. The defect 
between the hepatic and common bile ducts meas- 
ured about 4cm. The stumps could be approximated 
but circular suture was impossible because of the 
great difference in their size. Therefore a T-tube 
was inserted and a partial suture was done, chiefly 
on the posterior wall. A safety drainage tube was 
then laid beside the T-tube and the abdomen closed. 
The postoperative course was smooth. Colored 
stools appeared on the fourth day. The T-tube was 
removed after three weeks, and the tampons and 
other drainage materials were removed twelve days 
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after the operation. The patient left the clinic 
January 9, 1920, free of symptoms. He has now 
been well for over a year and has been able to follow 
his occupation. An attack of icterus since the opera- 
tion, lasting for three days, and several slight attacks 
during the last half year which did not disturb his 
general health the author attributes to slight stenosis. 

The pathologic diagnosis made at the Senckenberg 
Pathological Institute was infiltrating adenocar- 
cinoma. At operation the neoplasm appeared to be 
a primary tumor. 

The author believes that the primary circular 
anastomosis of the hepatic and common bile ducts 
is the ideal operation. This, however, is applicable 
only rarely. When it is impossible he recommends 
the method he selected, that is, partial suture and 
the use of the T-tube as has been done by Jenkel, 
Verhogen, Wilms, Propping, and Doberauer. 

GLAss (Z). 


Lund, F. B: Surgical Treatment of Acute and 
Chronic Pancreatitis. Boston M. & S. J., 1921, 
clxxxv, 771. 


In pancreatic disease the indications for surgical 
intervention may be acute and imperative, as in 
acute hemorrhagic pancreatitis, or may be for the 
prevention of invalidism from chronic pancreatitis 
or the alleviation of certain of the symptoms of an 
inevitably progressive disease, such as the jaundice 
associated with cancer of the pancreas. It has been 
found that only an exceptional arrangement of the 
common and pancreatic ducts would allow bile 
blocked by a stone to enter the duct of Wirsung. 
Not infrequently, this duct and the pancreatic ducts 
open by two separate openings close to each other 
in the papilla and such blocking is rendered impos- 
sible. Neither can it be produced when, as is some- 
times the case, the duct of Santorini is the chief 
drainage canal of the pancreas, as a free anastomosis 
between the two ducts then enables either of them 
to take on the chief drainage function. Gall-stone 
disease, cholecystitis, adherent ulcer of the posterior 
surface of the stomach, and even retroperitoneal 
infection from appendicitis are often accompanied by 
chronic swelling and inflammation of the pancreas. 

As our knowledge of gall-bladder disease has in- 
creased we have come to believe that the primary 
infection causing the cholecystitis and stones takes 
place, not by the passage of infected bile up the cystic 
duct into the gall-bladder, but through the lym- 
phatics or blood vessels from the liver. Cases of 
both acute and chronic pancreatitis can be explained 
by a theory of the invasion of the pancreatic lym- 
phatics from the inflamed gall-bladder, stomach, 
or retroperitoneal tissue. 

Such a theory would suggest for the treatment of 
chronic pancreatitis, not drainage of the infected 
bile through a cholecystostomy, which at best is 
temporary, but the removal of the source of infec- 
tion by a cholecystectomy. The author has obtained 
several recoveries from chronic pancreatitis fol- 
lowing drainage of the bile ducts by cholecyst- 

















enterostomy. The gall-bladder should never be 
removed for pancreatitis unless it is known 
definitely that there are no stones in the com- 
mon duct. A fact indicating the direct depend- 
ence of pancreatitis upon infection extending from 
the gall-bladder is that localized abscesses of the 
head of the pancreas, with fat necrosis, have been 
found several times by the author in operating upon 
a gall-bladder when operation was delayed for sev- 
eraldays. The possibility of the development of pan- 
creatitis is therefore an argument against delay in 
acute conditions of the gall-bladder. 
J. D. Exuis, M.D. 


MISCELLANEOUS 


Litchfield, H. R., and Dembo, L. H.: Acute Abdom- 
inal Conditions in Children: An Analysis of 
Two Hundred Cases. Arch. Pediat., 1921, xxxviii, 
747- 

Of the 200 cases reviewed, 124 were cases of 
appendicitis. In fifty-nine the appendix had rup- 
tured and peritonitis had developed; in thirty-one 
there was acute congestion; in fifteen, an abscess; 
in eleven, acute suppuration; and in eight, inflam- 
mation of the chronic type. Seventy-six of the pa- 
tients were males and forty-eight were females. 
Their ages ranged from two weeks to 12 years. 
The average age was 8 years. The onset of the con- 
dition was sudden in 102 cases and gradual in twenty- 
two cases. Abdominal tenderness was present in 
ninety-six, and rigidity in eighty-eight. Only sixteen 
presented the triad of rigidity, localized tenderness, 
and distention. The lowest leucocyte count was 
11,800, the highest 30,000, and the average 16,000. 
Operation was performed in 105 cases. Of the nine- 
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teen patients not operated upon, twelve were too ill, 
six refused operation, and one recovered under med- 
ical treatment. Peritonitis complicated sixty-three 
cases, bronchopneumonia three, and renal condi- 
tions nine. The mortality was 25 per cent, the vast 
majority of deaths being those of patients with 
complications. Two case histories are given. 

There were eleven cases of intussusception. The 
youngest patient was eight months old and the old- 
est nine vears. Eight were males and three were 
females. The onset was sudden and the clinical 
picture was characteristic in practically every case. 
As a rule the lesion was at the ileocecal juncture. 

Twelve cases of tuberculous peritonitis with acute 
abdominal symptoms were studied, eight those of 
females‘and four those of males. Only two of the 
patients were white children. The von Pirquet test 
was positive in ten cases. The average Jeucocyte 
count was 9,000. General adenopathy was noted in 
ten cases. 

The remaining fifty-three cases included cases of 
acute indigestion, ileocolitis, typhoid perforation, 
strangulated hernia, respiratory infections with acute 
abdominal symptoms and one case of renal sarcoma. 

The article is summarized as follows: 

1. Appendicitis is one of the most common of the 
acute abdominal conditions occurring in childhood. 

2. Acute gastro-intestinal disturbances are apt to 
simulate the ‘‘surgical abdomen.” 

3. The symptoms and signs of the acute abdomen 
in the child do not always conform to those of any 
one condition. 

4. Mistakes are often made in the diagnosis be- 
cause the examining physician looks for characteris- 
tic clinical features and is misled by an atypical 
syndrome. Cart R. STeEINnKE, M.D. 


SURGERY OF THE EXTREMITIES 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Vander Veer, E. A., and Dickinson, A. M.: Fragil- 
itas Ossium. Ann. Surg., 1921, xxiv, 629. 

Fragilitas ossium is characterized by fragility of 
the bones and blue sclerz. 

No etiologic theory has been proven. Syphilis was 
considered the cause but is no longer so regarded. 
Heredity plays an important part. In g or 10 per 
cent of cases there is a definite family tendency. 

Ossification of the cartilage is delayed or absent, 
and very little dense bone is formed. The activity 
of the osteoblasts is subnormal, and the deposit of 
calcium salts and other mineral matter is deficient. 

Fractures may occur in prenatal life. Asa rule in 
such cases the bones of the head are fractured. Most 
infants suffering prenatal fractures are born dead or 
die soon after birth. The earlier fracture occurs in 
those living, the greater the number of fractures. 
The liability to fracture may decrease with age. The 
long bones are chiefly affected, especially the femurs. 





In the case reported by the author the teeth were 
almost translucent. 

Medication is of no avail. Many glandular and 
bone marrow preparations and tonics have proven 
useless. The treatment is merely symptomatic. 

Joun Mirtcue ct, M. D. 


McWilliams, C. A.: Central Bone Abscess. Avn. 


Surg., 1921, lxxiv, 568. 

Central bone abscess is none other than the dis- 
ease known and described many years ago by Brodie 
and called “‘ Brodie’s disease” or chronic suppurative 
osteomyelitis. Briefly outlined, the pathology of the 
condition in its simplest form is a small well-local- 
ized, circumscribed, pyogenic abscess situated deep 
in the medullary cavity or cancellous tissue of a long 
bone, without any external fistula or sequestration, 
and characterized frequently by an extensive pro- 
ductive osteitis often of many years’ standing. 

McWilliams quotes several recent authors as 
stating that central bone abscess or Brodie’s abscess 
is a tuberculous infection of the bone. While it is 
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generally believed that Brodie attributed these bone 
abscesses to tuberculosis, there is no such suggestion 
to be found in the appended quotation given by Mc 
Williams from Sir Benjamin Brodie’s publication of 
1850. In McWilliam’s opinion the condition is due 
to pyogenic organisms, usually staphylococci. The 
abscess must be differentiated from a bone cyst or 
tumor, syphilitic osteitis and periostitis, and bone 
tuberculosis. 

Brodie’s abscess is most commonly found in 
adults. As a rule there is a history of osteomyelitis 
in childhood which is almost forgotten. Following 
an injury or severe bodily exertion, or even without 
any recognized cause, a dull ache develops in a local- 
ized area. Gradually this becomes boring and severe 
and much worse at night. The pain is intermittent. 

The most frequent locations of Brodie abscesses 
are the head of the humerus, femur, and tibia, and 
the shafts of the humerus, radius, femur, and tibia. 
The X-ray shows overdevelopment of dense bone in 
both the cancellous and medullary portion which 
usually produces a swelling. In the medullary type 
of the condition a central translucent area (the 
abscess itself) may or may not be observed in the 
center of the dense bone. The presence of a trans- 
lucent area at once makes the diagnosis evident. 

The author reports a number of characteristic 
cases of the disease. His conclusions are as follows: 

A tender swelling of a bone associated with inter- 
mittent night pains which is not due to traumatic 
periostitis or syphilis and is not a cyst or new growth 
should always be explored. The medullary cavity 
should be opened and the soft parts should then be 
closed over it except for sufficient space to allow the 
insertion of Carrel tubes. Dakin’s solution should 
then be used through the tubes every two hours 
until smears show an absence of organisms, when the 
cavity can be completely closed with confidence that 
the wound will heal promptly without the formation 
of a sinus. I’. W. Carruruers, M.D. 


Arnold, E. H.: Hemorrhagic Osteomyelitis. 
Boston M. & S. J., 1921, clxxxv, 717. 

Hemorrhagic osteomyelitis is regarded as a rare 
condition possibly because it is often unrecognized. 
It occurs in childhood and youth and usually attacks 
spongy bone. 

A cavity is formed in the spongy part of the bone 
and becomes progressively more regular in outline. 
It is filled with a dark brown, jellylike mass oozing 
uncoagulated blood, and is lined by a brownish-red 
membrane which is fairly dense, friable, and about 
4% in. thick. It continues to expand but rarely 
ruptures unless there is a spontaneous fracture. 
When this occurs there is a regular, smooth swelling 
but no other signs of inflammation until the con- 
dition progresses. Microscopic examination reveals 
a hemorrhagic extravasation with young fibro- 
blastic tissue and many giant cells of the foreign- 
body type due to the presence of hemorrhagic 
granular tissue. The fibroblasts form collagen fibrils 
which cause formation. 
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Subjective symptoms may be absent. In othe 
cases pain may be due to joint movement or muscular 
contraction. Objective signs may be undetected 
until demonstrated by the X-ray or by fracture a! 
the site of the lesion. There is usually neither heat 
nor redness. The superficial veins over the swelling 
may be enlarged because of pressure. Occasionall\ 
the patient limps. Slight atrophy of the adjacent 
soft parts occurs only in the later stages of thi 
disease. If the condition is situated near a joint. 
there is some limitation of motion but this is painless 
There is very little or no muscle spasm. 

The diagnosis is based on the patient’s youth. 
the location of the disease in spongy bone, a histor, 
of trauma, the absence of severe pain, limitation of 
motion and muscle spasm, long duration without 
exacerbations or metastasis, and the X-ray findings. 

The condition must be differentiated from a 
malignant bone tumor and bone tuberculosis. All 
three occur early in life and tuberculosis and sarcoma 
may have the same location. Also in all three there 
may be a history of trauma. Unlike tuberculosis 
and sarcoma, however, hemorrhagic osteomyelitis is 
painless and does not cause the limitation of motion, 
swelling, local heat, and muscle atrophy noted in 
tuberculosis or sarcoma near joints. Hemorrhagic 
osteomyelitis may be stationary for years, while 
tuberculosis and sarcoma continue to progress. 
Roentgenograms of cases of tuberculosis do not 
reveal a cavity, and in sarcoma the cavity does not 
have the regular shape and smooth outline of the 
cavity of haemorrhagic osteomyelitis. Sarcoma 
involves bone cortex and may break through. 

The treatment of hemorrhagic osteomyelitis 
consists of complete curettage of the hemorrhagic 
membrane and of the whole cavity and recesses. 
The cavity may be filled in with bone chips of 
healthy cortex, the periosteum sutured, and the 
skin closed without drainage. A splint should be 
applied if there is a large cavity with a thin cortex, 
and the supporting brace should be worn until the 
X-ray demonstrates sufficient new bone formation 
to permit function. The prognosis is generally good. 

Ruporpu S. Reicu, M.D. 


Geist, E. S.: Osteomyelitis of the Pelvic Bones. 
J. Am. M. Ass., 1921, lxxvii, 1939. 


Bergman compiled thirty-five cases of osteomyeli- 
tis of the pelvic bones from the literature. In 
eleven, healing resulted, eighteen were fatal, and in 
six the result was unknown. Bergman reported also 
a case of his own in which a radical operation was 
performed with good results. 

The author reports six cases. five of which were 
those of children. In three, the ilium was involved: 
in two, the ischium; and in one, the pubis. All 
reacted promptly to wide opening, free drainage, 
and the removal of sequestra. In every instance the 
roentgen-ray findings were positive and of great 
diagnostic aid. The infection was due to the 
staphylococcus pyogenes aureus. All cases presented 
a definite leucocytosis from 12,000 to 20,000. 

















In cases in which the ilium was involved the 
diagnosis was based on the history, the character of 
the pain, and a positive roentgen-ray examination. 
\t operation pus was always discovered on the 
visceral side, displacing the peritoneum, and the 
amount of sequestrum was small. In one of the 
cases of involvement of the ischium a sinus near the 
anus was discharging pus and the condition had been 
diagnosed previously as osteomyelitis of the femur. 
The X-ray findings combined with the general 
history made the diagnosis easy. In the case of 
involvement of the pubis, the pubic infection was 
secondary to a pus infection elsewhere. 

F. W. Carrutuers, M.D. 


Dobrovolskaia, N.: Costal Osteochondritis Follow- 
ing Exanthematous and Recurring Typhus 
and Its Treatment with Iodine (Osteochondrites 
costales consécutives au typhus (exanthématique 
et récurrent) et leur traitement par l’iode). Presse 
méd., 1921, XxXix, 961. 

In a review of the literature the author was unable 
to find the record of a single case of costal osteochon- 
dritis following typhus fever. In this article he re- 
ports several cases which developed during the 
typhus epidemic in Russia in 1919-20. 

The onset of the costal lesion usually occurs 
during the period of convalescence two or three 
months after the attack of fever. Its first mani- 
festation is usually noted at the costochondral 
juncture. The lesion is diffusely infiltrated at the 
onset but later becomes circumscribed and then may 
remain without any visible change for months. 
Softening ultimately occurs and an abscess with a 
fluctuating center is formed. Evacuation of the ab- 
scess yields a yellowish pus. This the author has 
found to be sterile. Many of the patients have a tu- 
berculous diathesis or lues. 

The treatment employed by Dobrovolskaia con- 
sists in rest, out of door life, heliotherapy, general 
dietetic measures, and the intramuscular injection of 
iodine with liquid iodoform as proposed by Hotz. 
The injection is given under local anesthesia once 
a week, and the dose is gradually increased from 3 to 
1oc.cm. The iodine produces a marked lymphocyto- 
sis and aids in neutralizing the toxins. Local surgical 
measures are strictly contra-indicated. The in- 
jection of iodine is not indicated in lesions of the 
lungs and kidneys. Headache or vomiting following 
the injection indicates the discontinuance of the 
medication for three or four weeks and a decrease 
in the initial dose. A complete cure was obtained in 
the majority of cases: Lovat E. Davis, M.D. 


Ballenger, E. G., and Elder, O. F.: The Treatment 
of Gonococcal Arthritis with Aspirated Syno- 
vial Fluid Injected Intramuscularly. Surz., 
Gynec. & Obst., 1921, xxxiii, 575. 

Except in acute traumatic conditions, little bene- 
fit may be expected from the treatment described 
when the hydrocele or synovial fluid is not infected 
and is free from pus cells. 
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Prompt improvement and remarkable cures have 
resulted in all cases of acute gonococcal arthritis. 
Since the authors began to employ intramuscular 
injections of synovial fluid they have found it un- 
necessary to resort to any other treatment such as 
the use of vaccines, sera, local applications, fixation, 
vesiculotomy, etc. 

Restoration to normal has been prompt in all of 
the acute cases, the relief of pain occurring nearly 
always within twenty-four hours. The ultimate 
results have been equally gratifying; no ankylosis, 
complete or partial, has followed this treatment. 
In addition to the improvement in the joints, there 
was cessation of the symptoms of complicating 
acute conditions such as epididymitis, prostatitis, 
posterior urethritis, and seminal vesiculitis, and 
in cases of hyperpyrexia there was an immediate 
drop in the temperature. 

The method is possible, of course, only for patients 
who have a collection of fluid in the synovial space. 

Reactions following the injections were usually 
mild or absent. 

All of the injections were given into the gluteal 
muscles and were repeated every two to seven days. 
The amount injected varied from 15 to 50 c.cm. 
The authors are now under the impression that the 
larger doses are the best, in spite of the occasional 
slight increase in the reaction, the production of 
chills, and a momentary rise in the temperature. 
The average number of injections administered to 
each patient was three, but the treatment was con- 
tinued as long as there was any fluid to be aspirated. 

In the authors’ opinion this plan of treatment may 
be applied also to other conditions, such as tuber- 
culous pleurisy with effusion. E. F. Hess, M.D. 


Goljanizki, I. A.: Necrosis of Costal Cartilage Fol- 
lowing Relapsing Fever (Zur Frage der Rippen- 
knorpelnekrose nach Recurrens-fieber). Sitzungsb. 
d. Ges. f. theoret. u. prakt. Med., Astrachane, 1921. 

The author observed twelve cases of necrosis of 
the costal cartilage following relapsing fever. 

Nine of the patients were between 25 and 32 years of 

age. The first symptoms, pain and _ swelling, 

appeared from two to two and one-half months after 
the fever. Fistula developed in nine cases, and swell- 
ing alone in three cases. In three cases of fistula 
there were also closed swellings. The number of 
cartilages diseased ranged from four to six. 
Operation was performed in most cases two of 
three months after the relapsing fever, but once 
after ten months and twice after seven months. 

Usually the cartilage was exposed by a flap incision. 

The perichondrium was then split lengthwise, the 

cartilage excised, and the stump covered with 

muscle. Three patients were operated upon four, 
three, and two times respectively, and the rest 
once. Ten patients were cured and two were dis- 
charged before treatment was completed. The 
pleura and the internal mammary artery were each 
injured once during the operation. The duration of 
treatment in nine cases averaged thirty days; 
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individual cases were treated three hundred and 
forty-seven, one hundred and seventy-four, and 
one hundred and thirty-one days. 

The pathologico-anatomic changes were as fol- 
lows: (1) funnel-shaped erosion of the surface of 
the diaphysis; (2) erosion of the edges of the dia- 
physis; (3) distension and erosion of one epiphysis; 
(4) swelling and erosion of both epiphyses; (5) 
complete erosion and sequestration of the whole 
cartilage. The first type of change was the most 
common (six cases). The second was found in five 
cases, the fifth in four, the third in three, and the 
fourth in only one. Four closed foci were examined 
bacteriologically and in every case a gram-negative 
short bacillus with rounded ends was cultured. In 
bouillon it formed short chains and caused clouding. 
The growth on agar was slightly slimy. Gelatin was 
not liquefied. The colonies on gelatin were round, 
light-golden, and very distinct like those of bacillus 
faecalis alcaligenes, and did not form gas; typhus 
serum was not agglutinated. 

The microscopic examination of the cartilage in 
all of the cases showed very marked senile changes, 
degeneration in layers and vascularization; in one 
case tissue resembling bone marrow was found. 
The necrotic areas, which were filled by granula- 
tions, showed all the stages of transition from com- 
pletely necrotic cartilage to normal cartilage show- 
ing only senile changes. Leucocytic infiltration was 
almost completely absent. 

The author comes to the following conclusions: 

1. Senile changes of the cartilage precede the 
metastatic necrosis of the cartilage. 

2. Necrosis of the costal cartilages may occur in 
every infection running the course of a bacteremia. 

3. Conservative treatment (iodine, heat, mud 
baths, sanatorium care, and heliotherapy) is ap- 
plicable only to the first two forms of changes 
mentioned and even then only in the absence of 
fistule. 

4. The best results are obtained by operative 
treatment—wide exposure and excision of the 
suspected cartilage, suture, and drainage. 

5. In the differential diagnosis, tuberculosis, 
syphilis, and actinomycosis are excluded by the 
acute character of the condition. The preceding 
bacteremia (typhus, appendicitis, and osteomyel- 
itis) indicates the origin of the disease. The age 
of the patient (25 to 35 years) favors the diagnosis of 
necrosis. Bacteriological examination of the pus and 
microscopic examination of the cartilage clinch the 
diagnosis. 

6. The X-ray facilitates the diagnosis and treat- 
ment. RIESENKAMPFF (Z): 


Steindler, A.: Operative Methods and End-Results 
of Disabilities of the Shoulder and Arm. J. 
Orthop. Surg., 1921, n.s. iii, 652. 


The results in the cases reviewed are expressed in 
terms of function rather than in terms of anatomical 
re-alinement. The functional results are shown by 
photograph and by graphic records of progress. 
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For contractures around the shoulder producing 
adduction and inward rotation, manipulation is 
done under anesthesia without excessive force. The 
arm is then maintained in outward rotation and 
abduction on an aeroplane splint. The after-treat- 
ment is begun a few days after the manipulations, 
and as the arm increases in strength, it is gradually 
let down. Three months was the average length of 
treatment. 

If the contracture does not yield to manipulation, 
tenotomy of the subscapularis and pectoralis major 
must bedone. Inrefractory cases it may be necessary 
to cut also the short head of the biceps, the coraco- 
brachialis, and the latissimus dorsi. Five cases were 
treated by manipulation and six by open operation. 
In the operative cases the results were good in four, 
fair in one, and undetermined in one. 

Arthrodesis of the shoulder is indicated in flail 
shoulder, paralysis of the deltoid from poliomyelitis 
which does not improve under conservative treat- 
ment, and traumatic ankylosis in poor position with 
atrophy of the deltoid. The joint is reached by 
separating the deltoid fibers through a skin-flap 
incision. The acromion is cut off an inch from the 
edge and turned upward. The head of the humerus 
is then pushed through a longitudinal incision in the 
capsule and denuded. After operation the arm is 
held in a cast in abduction at 90 degrees for two or 
three months. Then follow massage and exercises 
in raising the arm by means of the scapular muscles. 
This operation may be done as early as the fifth year 
of age. The results in nineteen cases were: good in 
fourteen, fair in two, and undetermined in three. 
There was bony ankylosis in eight and fibrous anky- 
losis in seven. In four, the type of ankylosis was not 
determined. The age of the patients ranged from 
6 to 27 years. In five cases flexor-plasty of the elbow 
was done also; in two, arthrodesis of the wrist; in 
four, both elbow-plasy and arthrodesis of the wrist; 
and in one, tendon transplantation at the wrist. 

For flail elbow, a transposition of muscles has been 
devised with the object of furnishing limited flexion 
power of this joint. The muscles used are the pro- 
nator teres, flexor carpi radialis, palmaris longus, 
and flexor carpi ulnaris. They are dissected off from 
their common origin on the inner epicondyle of the 
humerus and re-attached 2 in. higher into a point of 
the intermuscular septum between the brachialis 
anticus and the triceps muscles. The elbow is held 
in acute flexion for two months. Massage and exer- 
cises are included in the after-treatment. The func- 
tion-results in seventeen cases in which this operation 
was done were good (active flexion in any position) 
in nine, fair (flexion in the horizontal position only) 
in three, and poor (no flexion) in five. Failure was 
due usually to a weakened condition of the muscles 
transplanted. The best results were obtained in 
cases in which arthrodesis of the shoulder was done 
also. 

Resection and myotomies of the pronators are 
indicated in‘ pronation contractures. If there is 
flexion contracture from ischemic myositis or a 

















spastic condition, the flexor tendons are lengthened. 
The results in twenty-eight cases in which these 
procedures were carried out, either alone or com- 
bined, were good in seventeen, fair in nine, and poor 
in two. 

Arthrodesis of the wrist is indicated in flail wrist 
following infantile paralysis, in drop wrist from per- 
ipheral paralysis, in spastic contractures, and in 
flexion ankylosis. A wedge of bone is taken out at 
the articulation between the radius, scaphoid, and 
semilunar through a dorsal incision, and the wrist 
is brought into dorsal flexion and secured there by 
sutures passed through drill holes in the bone. In 
the cases of twenty-five patients between 6 and 26 
years of age this operation was done either alone or 
combined with other operations mentioned. The 
results were good in fourteen cases, fair in five, 
poor in four, and undetermined in two. In the 
wrist, arthrodesis is preferable to tendon transplan- 
tation. 

The best results followed the combined procedures, 
expecially the combination of shoulder arthrodesis 
with flexor transposition. 

WirtiaM A. CrarKk, M. D. 


Meyerding, H. W.: Hzemorrhagic Cyst of the Up- 
per Femur; Periosteal Sarcoma Involving the 
Right Knee Joint. Surg. Clin. N. Am., 1921, i, 
1493- 

In the discussion of two cases of hemorrhagic cyst 
of the femur it is pointed out that the condition 
usually appears in persons less than 30 years of age; 
that it is always in the diaphysis; that after a slow 
growth the cyst appears to move upward; that it is 
most common in the proximal end of the shaft; that 
it does not cause thickening of the periosteum; that 
there is a fairly clear line of demarcation; that there 
is little pain unless secondary infection intervenes; 
and that limp, deformity, and fracture often occur. 
The cyst may be single or multilocular. The perio- 
steum may bulge out, but this benign growth does 
not burst its bounds and invade, as does a malig- 
nant growth. The operative treatment consists in 
curetting the cavity and turning a part of the cortex 
into the space. The operation is followed by im- 
mobilization in a plaster cast. It is to be regretted 
that in the past this condition has been confused 
with malignancy. 

In the case of periosteal sarcoma involving the 
right knee which is reported in this article, tuber- 
culosis as well as sarcoma was considered a possi- 
bility before operation. Eighteen years before 
examination the knee had been injured, and during 
the succeeding years there was occasional stiffness 
or soreness. Following influenza in 1919, the knee 
became greatly swollen. The leg was amputated at 
the thigh, and treatment with the X-ray, radium, 
and Coley’s serum was given. The prognosis was 
poor; not more than 4 per cent of persons with this 
condition live longer than three years. Death is 
usually caused by metastasis to the lungs. 

H. T. Jones, M.D. 
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Todd, T. W., and McCally, W. C.: Defects of the 
Patellar Border. Ann. Surg., 1921, |xxiv, 775. 

The recent war directed the authors’ attention to 
numerous cases of swelling and tenderness of the 
knee joint in which there was no history of trauma 
and the condition was not due to ordinary activities. 
The swelling was not great but the resultant stiff- 
ness rendered the soldier unfit for service. Con- 
tinued examination led to the conclusion that these 
cases were due to some anomaly of the patella. 

Emargination of the patella was described by 
Kempson in 1902 as a common variation in which 
there is a depression in the upper portion of the 
outer margin of the bone. Salmond in 1919 came to 
the conclusion that a fissure at the external superior 
angle in the neighborhood of the vastus lateralis 
insertion is not uncommon. 

In this article are presented a number of cases 
illustrating patellar anomalies found in adults, such 
as fissures, lipping, and exuberant bone growth. 
Examinations of infant patella were made to ac- 
count for them. Not more than one ossification 
center was found in any patella. The patella of 
twenty-three full-term fceti were investigated. 
These showed an area corresponding to the typical 
site of emargination in which the cartilage was 
lighter than the surrounding cartilage and on the 
surface was definitely demarcated from the rest 
of the cartilage. The conclusions reached are as 
follows: 

A marked defect in the upper and outer portion of 
the patella is to be found in 3 per cent of human 
beings. 

This area differs from the rest of the patella even 
in the cartilaginous state. In the adult the de- 
velopment of lipping is exceedingly slow at this 
point. 

The area is related to the insertion of the vastus 
lateralis tendon. 

Deep pitting may occur on the surface of the 
patella. 

No callus formation indicating fracture is to be 
found. 

No history of trauma is given in cases of patellar 
defect. 

These so-called “fissured fractures’? are merely 
variations of the condition known as “patellar 
emargination”’ and are not due to trauma. 

Joun Mirtcue tt, M.D. 


Bizarro, A. H.: On the Traumatology of the Sesa- 
moid Structures. Ann. Surg., 1921, Ixxiv, 783. 


Before discussing the traumatic pathology of the 
sesamoids, the author reports some preparatory 
anatomical research based on X-ray findings. 

In the great toe it is the inner sesamoid which 
is most frequently fractured, and as in direct frac- 
tures of the patella, the most common cause is hyper- 
extension of the muscles. Other causes, as summar- 
ized by Speed, are : (1) direct violence due to the 
fall of a heavy object on the foot; (2) the squeezing 
of the great toe between heavy masses; (3) falls from 
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a height on the foot; and (4) a sudden increase in 
weight-bearing force. 

The diagnosis depends upon the degree of separa- 
tion of the fragments, the unilaterality, and the 
irregularity of the line of division, pain, persistent 
swelling, tenderness, and a comparison of the X-ray 
findings in both feet. Crepitus is rarely noted. 

The treatment is operative and non-operative. 
Rest and plaster fixation followed later by massage 
are the best measures. A metatarsal bar in the sole 
of the shoe is essential. 

The operative treatment consists in removal of 
the fractured bone. Some surgeons remove the bone 
only when troublesome symptoms persist. 

Cases of luxation of the great toe sesamoid have 
been reported in the literature. 

Occasionally supernumerary bones of the foot 
may be the cause of swelling and pain, either with 
or without a history of trauma. 

In the hand, fracture occurs most frequently in 
the metacarpophalangeal sesamoids of the thumb. 
Unlike the toe sesamoids, both of the thumb sesa- 
moids often appear fractured. 

Trigger-finger is due to injury of the fibrous sesa- 
moids of the interphalangeal joints. In some cases 
it improves after a course of physiotherapy. 

Danrev H. Levintuar, M. D. 


FRACTURES AND DISLOCATIONS 


Henderson, M. S.: The Status of the Bone Graft 
in the Treatment of Fractures. J.-Lancet. 1921. 
ns. xli, O11. 


The bone graft may be used in cases of recent 
fracture, but is rarely necessary. In delaved union 
and non-union it offers the most certain method of 
treating a difficult group of cases successfully. The 
inlay graft or the massive graft is to be preferred to 
the intramedullary method since the former brings 
into apposition a larger area of bone forming ele- 
ments. The réle of the periosteum in bone formation 
is still debatable, but to trust to it alone in the 
treatment of fractures is to court failure. As the 
hard cortical bone has little regenerative power. 
the endosteal laver in which the osteoblasts abound 
must furnish most of the new bone cells. 

The massive graft is used wherever practical. It 
is especially applicable to the bones of the forearm. 
The cortical bone of the fragments is chiseled away 
to expose the endosteal layer and a large graft is 
placed with its endosteal laver in contact with that 
of the fragments and held in place by beef bone 
screws penetrating to the opposite cortex. In order 
to prevent refracture during the period of absorption 
the graft should be large enough to increase the 
diameter of the bone by about 20 per cent. It is 
probable that in most cases the graft itself is ab- 
sorbed, at least partly, and replaced by the growth 
of new bone from the fragments. For this reason 
adequate postoperative fixation is necessary for a 
considerable period of time. 
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A group of cases is reported to illustrate the tyjx 
of operation in various regions of the body and to 
show some of the difficulties encountered. I) 
few cases metal plates were used, especially in ihe 
femur, in order to shorten the time of operation 
In others, beef bone plates were applied. Thes« 
not have to be removed. J. I. Mircuect, M.1) 


Corlette, C. E.: A Simple Operative Method of 
Reducing Obstinate Malposition in Colles 
Fracture and in Supracondylar Fractures of 
the Humerus. Med. J. Australia, 1921, ii, 397. 

The author has devised a very satisfactory m: 
thod of reduction for certain cases of Colles fra: 
tures and transverse supracondylar fractures of th: 
humerus. 

After the fracture has been X-rayed in two 
planes at right angles to each other, one or two sma! 
incisions are made over the distal fragment, a sma!! 
sharp hook is introduced so that the points engag 
the edge of the distal fragment, and with the aid o| 
traction in the proper direction the impaction i- 
broken up and the fracture reduced. The case is 
then treated as a simple fracture. The incisions are 
made over the distal fragment so that traction wil! 
not stretch the skin too much. 

J. W. Powers, M.D 


Schurmeier, H. L.: The Mechanics of Fractures at 
the Wrist. J. Am. VM. Ass., 1921, Ixxvii, 2110. 


The Colles type of fracture is caused by a fall 


upon the outstretched arm with the hand in exten 
sion, slightly abducted, and dorsitlexed. 

As the carpal and metacarpal bones are joined 
together very firmly, the wrist moves in extension 
and flexion as one bone. A fall upon the wrist causes 
great leverage upon the radiocarpal ligament and 
this is increased by the prominent projecting ante 
rior lip of the lower end of the radius. Consequentl\ 
the radius is fractured by the avulsive force of the 
radiocarpal ligament. The sudden impingement oi 
the carpal bones against the articular surface of the 
radius and the splitting of the lower fragment by 
descent of the lower end of the upper fragment must 
also be considered. 

Seventy-five per cent of chauffeurs’ fractures are 
intra-articular. This fact the author attributes to 
the mechanics of the fracture. The hand is held 
rigidly parallel with the arm in abduction, exhibit 
ing no dorsal flexion. The lines of stress are through 
a point to the ulnar side of the thenar eminence and 
the force of the blow is transmitted by the scaphoid 
which presents a wedge-shaped edge to the radius 

Joun Mircue tt, M. D. 


Galloway, H. P. H.: Treatment of Fracture of the 
Neck of the Femur. Surg., Gynec. & Obst., 1921, 
XXXili, 692. 


Fractures of the neck of the femur are divided 
into several groups. The first are those occurring in 
persons of advanced age, poor general physical con 
dition, and low resistance. In such cases the saving 

















of life is paramount and the treatment of the frac- 
ture is secondary. The second group are those oc- 
curring in persons who recover rapidly from the first 
shock of the accident and whose physical condition 
permits treatment of the fracture. This group in- 
cludes most cases of impacted fracture and also 
epiphyseal separation and fracture of the neck of the 
jemur occurring in early life. The same general line 
of treatment is employed in all. 

It is the author’s opinion that Whitman’s abduc- 
tion treatment will give a larger percentage of good 
results than any other method. The patient is 
placed on a Hawley table or similar apparatus, and 
while the surgeon raises and presses upon the tro- 
chanter so as to guide it to its normal position, suffi- 
ciently strong manual traction is exerted by assist- 
ants to equalize the length of the limbs. When both 
limbs are of equal length the affected limb is rotated 
inward and then both limbs are abducted simulta- 
neously to the extreme limit and a plaster spica is 
applied from the nipples to the toe with the knee 
slightly flexed and the foot at right angles. A 
window may be cut over the abdomen and also over 
the knee to permit daily passive movements of the 
patella. Following the removal of the cast at the 
end of three months, massage, passive movements, 
and functional muscle training are given. In the 
cases of adults direct weight-bearing should not be 
permitted until after six months. The progress of 
repair can be judged by the findings of repeated 
X-ray examinations, the extent of passive manipula- 
tion, and the return of voluntary muscle control. In 
most. cases it is advisable for the patient to wear a 
caliper splint for several months. 

For moderately impacted fractures with little 
shortening and moderate outward rotation a caliper 
splint or merely a stout stick may be employed after 
a short period of confinement to bed. Massage 
should be given during the entire course of treatment. 
The more severe cases of impaction should be treated 
by the abduction method. 

A third group of cases consists of those in which 
discomfort, pain, and disability persist weeks, months, 
or even years after the original injury. This group 
mav again be subdivided into, first, those of persons 
of advanced age and poor general health. For these, 
radiant heat, massage, gentle passive movements, 
exercises, and a comfortable shoe with sufficient 
cork elevation to compensate for the shortening 
should be prescribed. The second subgroup consists 
of the cases of persons in good general physical con- 
dition and with sufficient power of resistance to 
permit operative interference. The author suggests 
the following procedure: 

The hip joint is exposed by a Kocher incision 8 in. 
in length, the capsule is split along the axis of the 
neck, and the base of the neck is divided from the 
trochanter with a wide osteotome. The head and 
neck are removed and the trochanter is implanted 
into the acetabulum with the limb in abduction. 
The incision is closed and a plaster spica applied 
from the nipples to the toe in the abducted position. 
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Removal of the plaster after five or six weeks is 
followed by massage and gentle manipulation. 
Shortly afterward the patient is permitted to leave 
his bed on crutches. There will then be very little 
discomfort and only a slight amount of shortening. 
On weight-bearing the trochantar tends to travel 
outward and rests upon the upper portion of the rim 
of the acetabulum. In the author’s opinion this 
procedure is much more simple and gives a better 
functional result than freshening of the fractured 
surfaces or bone grafting. 
Rupotpu S. Reica, M. D. 


Ruth, C. E.: Fractures of the Femoral Neck and 
Trochanters: A Rational Treatment. /. Am. 
M. Ass., 1921, Ixxvii, 1811. 


In fractures of the head and neck of the femur the 
iliopsoas muscle, normally an internal rotator, be- 
comes an external rotator and thus is the greatest 
factor tending to displacement and non-union. 

Successful treatment of hip fractures depends upon 
reduction and maintenance of the reduction until 
the callus is hardened sufficiently to withstand the 
normal muscle pull. 

The capsular ligament, because of its anatomical 
relation to the hip joint, serves to help in reducing 
the fractured neck and in maintaining the reduction. 
The blood supply to the neck of the femur is derived 
from two sources: arteries supply the trochanters 
and distal part of the neck, while the proximal end 
of the neck is supplied by way of the ligamentum 
teres. 

All successful methods of treating fractures of the 
neck depend upon the use of the capsular ligament 
as a splint. To obtain this tension of the capsule 
the author uses traction in two directions, i.e., heavy 
longitudinal and lighter outward, upward, and for- 
ward traction. A piece of fiber or binder’s board 4 or 
5 in. wide, long enough to encircle the thigh two- 
thirds, and curved to fit its inner surface is well 
padded with cotton. A 4-in. strip of adhesive plaster 
is applied to the inner surface of the thigh close up 
to the perineum and carried under around the thigh 
to the outer side. The binder’s board is then applied 
to the inner surface and the adhesive plaster brought 
over it. Another strip is passed entirely around the 
thigh over the binder’s board. The free end is 
attached to cords running laterally over pulleys for 
traction. 

In reduction the operator flexes the knee on the 
thigh and the thigh on the trunk, both to a right 
angle, at the same time increasing the eversion. This 
frees all soft parts between the fragments. With the 
joints flexed, the knee is brought to the midline, 
extension is made on the thigh to raise the trochan- 
ter to the normal level, and the leg is extended under 
heavy traction. The lateral and longitudinal weights 
are then attached. Traction is continued for four 
weeks. 

Impacted fractures of the neck become disim- 
pacted without treatment because of the absorption 
of the roughened bone at the fracture line. Impacted 
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fractures without displacement do not require the 
breaking up of the impaction. 

Fractures through the base of the neck are 
treated in the same way, the capsular ligament 
serving as a splint. 

Trochanteric fractures vary in their characteris- 
tics. The dense aponeurotic investment of the 
gluteals usually prevents wide separation of frag- 
ments of the greater trochanter. In fractures in 
which the lesser trochanter is torn off, the iliopsoas 
is carried with it, and eversion of the limb results. 
In such cases the Hodgen splint and Balkan frame 
are of aid. 

The author concludes with the statement that 
successful treatment depends upon accurate diag- 
nosis, complete reduction, sufficient traction, and 
daily verification of the position of the fragments 
by the X-rays. Joun Mircue tt, M. D. 


Ridlon, J.: Final Results of Fracture of the Neck of 
the Femur without Treatment, or with Worse 
Than No Treatment. J. Am. M. Ass., 1921, xxvii, 
1815. 


In a study of the results of fractures of the neck 
of the femur during the past twenty-nine years the 
author found that in many cases they were excellent 
although no treatment whatsoever had been given. 
He does not advocate non-treatment, but believes 
that good results are sometimes due fully as much 
to the natural tendency of fractures to unite as to 
the treatment they receive. 

As there is little external callus in intracapsular 
fractures, weight-bearing must be delayed. The 
abundant callus in fractures of the shaft permits 
earlier use of the part. 

The principles of treatment should be the same as 
for other fractures. Following as accurate approx- 
imation of the parts as possible, they should be 
immobilized until union has taken place and the 
limb should not be used for full weight-bearing until 
the union has become strong. 

The author advocates Whitman’s method of 
traction, abduction, and inward rotation of the limb 
and immobilization in a plaster cast. Impacted 
fractures with no more than 34 in. of shortening 
should be treated with a Thomas hip splint or a 
plaster cast without disengaging the impaction. 
Patients who cannot be treated by either of these 
methods should rest in bed for at least four months 
without treatment, and should not bear their full 
weight on the leg as long as any sensitiveness per- 
sists. A good result may be expected in more than 
50 per cent of the cases in which this regime is 
followed. 

No case of hip injury should be treated as a dis- 
location until dislocation has been proved. When 


a limb is adducted, rotated outward, and short, a 
fracture of the neck of the femur is to be assumed 
because following a dislocation, which usually occurs 
backward and upward, the limb is short, rotated 
inward, and somewhat flexed. 

Daniev H. LevintTHat, M. D. 
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Santoro, E.: A Case of Pathologic Fracture of the 
Femur Due to Cancer Metastasis Followed by 
Consolidation (Su di un caso di frattura patologica 
del femore da metastasi cancerigna seguita da 
consolidazione). Riforma med., 1921, xxxvii, 1119. 


The patient was a woman, 56 years of age, who 
had been operated upoi a short time before for 
cancer of the left breast. The fifteenth day after 
the operation she began to feel sharp pain in the 
upper part of the right thigh, and soon thereafter, 
while walking, experienced a sudden, violent, and 
acutely sharp pain in the same area which was 
followed by lack of power to move. 

Examination by the author four months later led 
to the diagnosis of a pathologic subtrochanteric 
fracture of the right femur which had become con- 


. solidated by a strong bony callus and was associated 


with a posttraumatic varus. The woman died about 
three years later, her general condition having be- 
come progressively worse. 

There are numerous causes for pathologic frac- 
ture, and the diagnosis is relatively easy. The fact 
that in this case the abnormal fragility of the 
femur was due to a metastasis from the mammary 
cancer was shown by the X-ray and suggested by the 
history. Osseous metastases are not rare in cases of 
cancer of the breast, being next in frequency to 
metastases in the liver and lung. Moreover, those 
in the femur take second place. The radiographs 
in the case reported showed a consolidated fracture 
at the level of the lesser trochanter. Evidently it 
was transverse, and a deformed consolidation, a 
traumatic coxa vara, had resulted. 

The importance of the case lies in the fact of con- 
solidation. Gurlt in 1862 collected thirty-eight cases 
of spontaneous fractures due to cancer, in ten of 
which consolidation occurred. The author believes 
the latter figure is incorrect as he has been able to 
find the report of only one such case, that published 
by Freeman. 

A histologic examination of the breast cancer or 
even of the metastatic focus in Santoro’s case would 
have been of interest. Santoro believes that in all 
probability it would have shown an osteoplastic 
carcinoma as it is only in cases of this type of tumor 
that consolidation is possible. W. A. BRENNAN. 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Gluck, T.: Osteoplasty (Ueber Osteoplastik). Arci. 
f. klin. Chir., 1921, cxvii, 13. 

Gluck has done osteoplasty for forty-five years. 
To complete his previously published articles on the 
subject (1890, 1893, 1917-18), with which also the 
names of Ollier, Langenbeck, Koenig, Bier, Lexer, 
Payr, and others are identified, he reports the per- 
manent results obtained with this method, some of 
which, observed for decades, are astonishing. 
He calls attention to the fact that the heteroplasty 
originated by him has acquired a varied and suc- 
cessful application and has become an indispensable 




















adjunct of plastic surgery. Although the fate of the 
autotransplanted bone has not been determined 
definitely and it is not known whether the bone 
substance, periosteum, and marrow remain alive, 
the value of osteoplasty is acknowledged. 

The main feature of the author’s osteoplasty, 
whether living or dead bone or a foreign body is 
used, is the conducting, supporting, and splinting 
action of the transplant around which the new bone 
forms. At the same time, the transplant causes 
powerful stimulation to bone formation. Foreign 
bodies of organic or metallic nature may serve 
temporarily or permanently for fixation. A fact 
of practical importance is that the substituting 
prosthesis functions before the substitution has 
ended and before it has begun. The matrix pos- 
sessing the power of proliferation is stimulated to 
specific activity by the functional stimulation and 
in the course of time produces the normal formation. 
Toa certain extent surgery gives nature the building 
stones and the plan, and nature, with surprising 
perfection, fulfills the surgeon’s intention. 

VoLiHarntT (Z). 


Mamourian, M.: On the Bone Graft. Brii. M/. J., 
1921, li, 934. 

Bone grafting is acknowledged to be the most 
effective method of repairing bone. Extensive exper- 
imental and chemical studies have not yet solved the 
problem of how this is accomplished. In the author’s 
opinion the action of the graft is biochemical. The 
graft supplies the stimulating irritant and new bone 
is formed by the diaphyseal ends, the periosteum, 
the remains of bone in the shaft zone, and, in the 
young, by epiphyseal lengthening. Mamourian 
agrees with Murphy that the graft is absorbed and 
functions only as a scaffold. 

The importance of Wolf’s law, the author believes, 
has been exaggerated. In most instances the post- 
operative treatment of a grafted limb includes 
immobilization. This causes atrophy of the recip- 
ient bones. Can it be claimed also to cause growth 
of the graft?) Macewen’s classical result is explained, 
not by the growth of the graft, but by the growth 
of the bone fragments adherent to the membrane 
lining the tract. 

Osteoblastic and osteoclastic forces must be equal 
to insure the formation of new bone in proportion to 
the absorption of the graft. If absorption proceeds 
at a more rapid rate, fracture of the graft is apt to 
occur. Callus appearing at the site of a fractured 
graft has been thought conclusive evidence of the 
survival of the graft. The author believes that it is 
only the result of a greater local stimulus. 

A change in the character of the transplanted 
bone is also questioned. The fact that after an Albee 
graft to the spine only cancellous bone may be found 
bridging the vertebra Albee explains by the assump- 
tion that the graft has histological as well as morph- 
ological adaptability. The author believes that the 
dense bone of the tibia is replaced entirely by can- 
cellous bone from the vertebre. Unless the graft is 
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thus replaced so that it is indistinguishable after six 
months, necrobiasis is present. Infection is not 
thought to be a serious obstacle to successful bone 
grafting. According to Wheeler, a bone graft has 
inherent bacteria-resisting properties. This the 
author interprets to mean that the graft is a poor 
culture medium and the cellular activity of the graft 
bed inhibits the septic process. That infection stim- 
ulates osteogenesis is proved by the formation of 
involucrum in osteomyelitis and the ankylosis of in- 
fected joints. An involucrum is not formed in tuber- 
culous bone lesions or in bone tumors which are 
osteo-depressant. The author believes that the new 
bone and cellular life following the transplantation 
of a graft is capable of overcoming pyogenic or 
tuberculous bone infections and may revive normal 
osteogenesis in bone destroyed by tumors of low 
malignancy. 

Four cases are reported with roentgenograms made 
before and at intervals after operation. 

J. I. Mircue tr, M.D. 


Bradford, E. H.: The Treatment of Caries of the 
Hip Joint and Some Observations upon the 
Use of a Traction Abduction Splint. Surg., 
Gynec. & Obst., 1921, Xxxiii, 700. 

In a large number of cases hip disease may be 
permanently cured. The surgical indications are 
not fully met by the plaster-of-Paris spica as it does 
not furnish adequate fixation or prevent upward 
hip-bone crowding by the contracting muscles. 

Bradford has obtained satisfactory results with 
his abducting extension splint even in advanced 
cases. The splint should not be applied until the 
flexion and adduction deformity is corrected. It 
can be used as an ambulatory splint, preferably with 
crutches, and can be applied at night. The con- 
tinued wearing of the splint is indicated as long as 
muscular spasm is present. As spasm subsides the 
traction should be reduced. 

For the treatment of desperate cases in which the 
acetabulum is seriously involved the author ad- 
vocates the forcible dislocation of the head of the 
femur from the acetabulum through a posterior 
incision. The deformity can be corrected after the 
disease has subsided. The article is illustrated by 
eleven cuts. Joun W. Powers, M.D. 


Moorhead, J. J.: Knee-Joint Injuries. Surg. Clin. 
N. Am., 1921, i, 1597- 

Joint injury may be intra- or extra-articular and 
may involve the bony structure or the soft parts. 
The knee joint with its numerous bursa, its many 
pouches, and its large area of synovial membrane 
offers an opportunity for skillful diagnostic acumen. 

Contusions or contusion sprains are the most 
common injuries of the knee joint. Next in the order 
of their frequency come synovitis, bursitis, loose 
bodies, tears of the crucial ligament, fractures of the 
patella and the margins of the femur or tibia, 
fractures of the tibial spine, and dislocations of the 
joint. 
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Because of the prominence and contour of their 
inner margins the tibia and femur are liable to 
injury. There are twelve burse connected with 
the knee joint: three in front, four on the outer side, 
and five on the inner side. Of these, the prepatellar 
bursa is the most important surgically. The crucial 
ligaments, anterior and posterior, serve to give 
stability to the joint. The anterior is the most 
important surgically. It is attached to the de- 
pression in front of the tibial spine and the front 
end of the external semilunar cartilage and then 
passes to the inner and back part of the outer condyle 
of the femur. The posterior crucial is more vertical, 
is attached to the depression behind the tibial spine, 
the popliteal notch, and the posterior end of the 
external semilunar cartilage, and passes to the 
front part of the internal condyle of the femur. 

The chief function of the crucial ligaments is to 
give stability to the joint. The anterior crucial is 
taut in extension and the posterior tibial is taut in 
flexion. 

The semilunar cartilages serve as shock absorbers 
and also deepen the pockets on top of the tibia. 
The internal semilunar is semicircular. The external 
semilunar is almost circular. The attachments of 
the external semilunar are much more secure than 
those of the internal. 

The internal crucial ligament is more liable to 
injury than the external because it is weaker, longer, 
and more oblique, and has fewer supports. The 
internal semilunar is more vulnerable than the 
external because the latter is larger and more nearly 
circular, and is grooved for a muscle. 

Injection of the knee joint with oxygen aids in the 
diagnosis of knee-joint conditions, especially 
synovitis. The needle is introduced just outside the 
external margin of the patella, at about its center. 
Enough oxygen is introduced to distend the joint 
slowly and completely. Radiograms are made in 
four directions, from before backward and the re- 
verse and from within outward and the reverse. 

Traumatic synovitis is treated by immediate 
aspiration and mobilization. This newer method 
limits the possibility of stretching the synovial 
capsule and the contiguous parts. Re-effusion may 
occur after the first day but this need not interfere 
with the use of the joint in walking even when it is 
painful and swollen. Subacute or chronic traumatic 
synovitis is treated in the same way, but massage is 
used to aid the recovery of the atrophied muscles 
about the joint. Synovitis from infection such as 
tuberculosis or syphilis is not included in this treat- 
ment. 

Purulent synovitis is treated by repeated aspira- 
tion and the injection of ether, incisions at the 
borders of the patella, or splitting of the patella 
according to the severity of the condition. In 
desperate cases the joint is irrigated every two hours 
with Dakin’s solution. 

Crucial ligament injuries are diagnosed too in- 
frequently. Tears of the anterior crucial ligament are 
often produced by trauma incurred with the leg 
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extended, internally rotated, and abducted. Dis- 
placement of the tibia forward on the femur makes a 
diagnosis of ruptured anterior crucial ligament 
reasonably certain. 

The treatment is non-operative or operative. 
Non-operative treatment consists of aspiration of 
the bloody fluid and posterior splinting for three to 
six weeks. The purpose of operative treatment is to 
anchor the torn ligaments to the femoral condyle. 

Dislocation of the semilunar cartilage is apt to 
occur when strain is exerted upon the knee and the 
joint surfaces are unapposed. Rotary flexion of the 
knee joint with fixation of the foot or leg is the 
primary cause. The symptoms depend upon the 
severity of the injury. 

When localized tenderness is apparent over the 
cartilage the possibility of injury must be kept in 
mind. In cartilage injury local tenderness and 
limitation of full extension are signs of importance. 
In crucial ligament injuries rotation and forward 
and backward motion of the knee joint are increased. 
In cases of mild injuries the treatment is non- 
operative. Fixation of the joint until tenderness 
and pain have disappeared is all that is necessary. 
Operative treatment is advised only when the 
diagnosis is confirmed by examination, X-ray, or a 
history of repeated attacks. 

A vertical 3-in. incision is made directly upon 
the injured cartilage. The knee is best explored in 
the right-angle position. A hook is introduced and 
the fractured or dislocated cartilage is withdrawn. 
When the diagnosis is not wholly clear, the split 
patella operation is advised for exploration. The 
postoperative treatment consists in splinting poste- 
riorly and the removal of the splint daily for exercise. 
After the seventh day the splint is discarded and 
the patient forced to use the limb. 

Injury to the tibial spine is relatively rare, 
although in many cases of dislocation of the knee the 
tibial spine is avulsed. Prolonged rest effects a cure 
in most cases. 

Loose bodies in the knee joint are due to disease 
or trauma. They may be solitary or multiple. The 
diseases giving rise to them are rheumatoid arthritis, 
osteo-arthritis, Charcot’s joint, some neuropathies, 
and osteochondritis. The symptoms are pain, 
synovitis, weakness, and slipping or locking followed 
by re-effusion. The X-ray may fail to reveal the 
condition unless oxygen is injected into the joint. 
The treatment is operative. JoHn MitcHELt, M.D. 


Bérard, L.: The Treatment of Vicious Ankylosis 
of the Knee Due to Tuberculous Tumor in the 
Adult (Traitement des ankyloses vicieuses du genou 
consécutive 4 la tumeur blanche chez I’adulte). 
Rev. de chir., Par., 1921, xl, 503. 


In an experience of twenty-five years Bérard never 
saw a case of tuberculosis of the knee with a fungoid 
osseous and synovial lesion and with or without 
suppuration which was cured by conservative meth- 
ods if the patient was older than 18 years. He does 
not wish to say that resection should be done in 

















every case of proved tuberculosis of the knee in the 
adult, but believes it is indicated when, after a fair 
trial of conservative methods for four to six months, 
there is no definite improvement and the patient has 
almost reached his full growth. The technique 
recommended is very similar to that of Ollier. 

Bérard, like the majority of French surgeons, 
performs the resection without the previous applica- 
tion of an Esmarch band. Hemostasis is effected 
following the section of the vessels, and the wound is 
closed without drainage. The limb is immobilized 
in a plaster cast for forty-five days, and for two 
months longer a plastic canvas protective cover is 
worn, the patient during this time walking with the 
aid of crutches. 

Eight cases of vicious ankylosis of the knee due to 
tuberculosis have been treated by Bérard during the 
past ten years. The patients were all more than 17 
vears of age, and the results in all of the cases were 
nearly the same. On getting up at the end of sixty 
days the patient was able to resume walking almost 
immediately. At the end of the fourth month he 
was fitted with an orthopedic shoe having a metal 
bar extending to the mid-thigh. In some cases this 
was worn for a year but in others an ordinary high- 
heeled shoe was worn at the end of the sixth month. 
Two of the patients are now working at farming. 
In no case has there been any lesion necessitating 
further operation, and with the exception of two 
cases which were operated upon ten months ago, the 
cures date from one to nine years. The amount of 
shortening ranges from 4 to 7 cm., depending upon 
the age of the lesion, the patient’s age at which it 
developed, and the degree of atrophy of the affected 
limb. In three cases there were more or less quies- 
cent tuberculous lesions in the synovia and the bony 
extremities of the joint at the time of operation and 
therefore the ankylosis was not complete. In the five 
other cases complete ankylosis had been established 
for several years. 

In cases of incomplete ankylosis the method of 
resection should be the same as that used in cases of 
tuberculous tumor in the process of evolution. In 
cases of old and solid ankylosis a cuneiform and 
trapezoid osteotomy should be done without effort 
to seek the articular space. If the resection is too 
economical, a second operation will be necessary 
because of the retraction of the soft parts. 

W. A. BRENNAN. 


Weatherbe, P.: Cases of Infected Knee Joint 
Treated by Incision, Drainage, and Movement. 
Lancet, 1921, cci, 1271. 

When a diagnosis of septic knee joint is made, 
treatment should be begun at the earliest possible 
moment. This should consist of free opening of 
the joint by lateral incisions, 4 to 6 in. long, on either 
side of the patella followed by thorough irrigation, 
the breaking down of all adhesions, manipulation 
by full flexion and extension, the introduction of 
several rubber drainage tubes, the application of 
wet boric lint covered with oiled silk, and the 
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establishment of continuous drainage of the joint 
by capillary action. The dressing should be changed 
once a day with removal of the tubes and irrigation, 
full flexion, and extension of the joint. 

This treatment should be repeated daily until the 
wounds are healed. Failure will occur if any of the 
details are not observed; that is, if the incisions are 
not large enough, if the joint is not fully flexed each 
day, or if the dressings are not kept wet or are dis- 
continued before the wound has thoroughly healed. 
The changing of dressings and the movement of the 
joint are comparatively painless. This method of 
treating septic knee joints apparently gives the best 
prognosis as regards both life and function. 

J. I. Mrrcuety, M.D. 


Ober, F. R.: Immobilization Treatment of Septic 
Knee Joints. J. Orthop. Surg., 1921, n. $., iii, 689. 


This article is based on about 100 war cases. 
Although mobilization treatment is ideal, it has its 
limitations: it must be begun very early, the joint 
must be capable of active function, and the care of 
the case must be entrusted to only well-trained nur- 
ses or orderlies. It is therefore necessary in some 
instances to fall back on the immobilization method. 

In the cases reviewed the knees were immobilized 
on Thomas splints at an angle of about 160 degrees, 
this amount of flexion giving greater comfort than 
complete extension. Traction was applied to the leg 
and suspension secured in a Balkan frame or bed 
cradle. Dressings were done without bandaging. 
Passive motion was avoided because it was always 
followed by a rise in the temperature. Irrigation 
was abandoned because it always caused a relapse. 
Carrel-Dakin treatment was tried but this method 
also was given up as it did not hasten progress. 
Cases dressed every day did not progress so well as 
those dressed less frequently. Operations were re- 
duced to the minimum as synovial membrane is 
usually able to take care of itself if given a chance, 
frequent operations under anesthesia reduce the 
patient’s resistance, and often all that is necessary is 
a simpleincisionat the most prominent or dependent 
part of the pus pocket and the insertion of a tube. 

The article is concluded with the following sum- 
mary: 

1. Mobilization will not always replace immobiliza- 
tion as there are many cases in which mobilization 
is contra-indicated. 

2. Careful attention to minor details in the adjust- 
ment of the splint and in bed nursing increases the 
patient’s comfort and resistance. 

3. A bent Thomas splint is more comfortable than 
a straight one and more easily managed. 

4. Slackness and carelessness will always be fol- 
lowed by disaster. 

5. Surgical interference should be gentle and pre- 
cise. 

6. Passive manipulation, irrigation at the time of 
dressing, and frequent changing of dressings tend to 
prolong the septic condition. 

Wittram A. Crark, M.D. 
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Orr, T. G.: A Technique for Leg Amputation. 
Ann. Surg., 1921, lxxiv, 633. 


The author offers a technique of amputation 
devised to eliminate tender scars, ulcers, and 
sensitive neuromata. 

Long anterior and short posterior flaps are made. 
The resulting scar is thus posterior and free from 
attachment to the bone. The deep fascia is included 
in the anterior flap. 

The posterior flap is quite short and is dissected 
free only a short distance from the cut end of the 
bone. The muscles are divided 2 or 3 cm. below the 
tibiai end. The fibula is cut 1 cm. shorter than the 
tibia. The periosteum is removed 0.5 cm. above the 
cut ends and the marrow scooped out. Sharp 
bone edges are smoothed with a rasp. The nerves 
are freed, drawn out as far as possible, and injected 
with absolute alcohol. The nerve is then divided 
just below the injected area. 

The entire muscle mass is grouped by means of a 
chromic pursestring over the anterior beveled 
portion of the tibia. Muscle flaps are not made. 
The posterior fascial flap is sutured over the stump. 
The anterior fascial flap is then drawn backward 
and sutured so that two layers of fascia cover the 
stump. The skin is closed and a small drain placed 
beneath the flaps. Joun Mircuett, M.D. 


Noall, W. P.: The Treatment of Neglected Cases of 
Club-Foot. Brit. M. J., 1921, ii, 1109. 


Talipes equinovarus, a most frequent deformity 
foliowing infantile paralysis, is characterized by 
shortening, atrophy, coldness, and bluish discolor- 
ation of the affected limb. The heel is raised with 
the foot inverted and adducted. There is prominence 
of the head of the astragalus on the dorsum of the 
foot with moderate compensatory scoliosis which 
disappears when the patient is lifted up. The pa- 
tient walks on the outer border of the foot. and this 
may cause inward rotation of the lower ieg. The 
treatment is as follows: 

The tense plantar fascia and inferior and internal 
portions of the astragaloscaphoid capsule and the 
long and short plantar ligaments are divided. The 
foot is stretched as much as possible. The astraga- 
lus is exposed by an incision over its inner side. The 
periosteum and ligamentous capsule are separated, 
and the head, part of the neck, and the adjacent sur- 
face of the scaphoid are removed with a sharp chisel. 
The adjacent surfaces of the calcaneocuboid joint 
are then removed. Sections of the mediotarsal 
joint are cut away in order to overcome the varus 
deformity, and the wounds are closed. In some cases 
it may be necessary to transplant a strong tibialis 
anticus to the dorsal surface of the cuboid to make 
it an inverter of the foot. The tendo achillis is 
lengthened by a Z-shaped incision and the foot held 
in an over-corrected position by means of a plaster 
cast extending from above the knee to the toes. 
After six weeks the cast is removed, massage is be- 
gun, and the patient is measured for shoes and leg- 
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irons. The foot is returned to the cast until tly 
braces are procured. The braces should have a stop, 
joint at the ankle to limit plantar flexion though 
permitting dorsiflexion, and a varus T-strap to pre 
vent the return of the varus deformity. Shorten 
ing may be compensated for by a cork sole. 

A person with talipes calcaneocavus walks on the 
back of the heel. The foot in front of the medio 
tarsal joint is dropped downward. The first stage o/ 
the corrective operation consists in opening the 
mediotarsal joint on either side of the foot and remo 
ing from the tarsus a wedge-shaped piece of bon 
with its base upward. An additional varus deform 
ity is corrected by removing a broader external 
wedge, and a valgus deformity by removing a broad 
er internal wedge. A plaster cast is applied for fou 
or five weeks. The second stage of the operation 
consists in the correction of the calcaneus deformity 
by dividing the anterior ligament of the ankle joint, 
shortening the tendo achillis, and removing 
wedge with its base backward from the back of the 
astragalus. The foot is then held in an over-co: 
rected position by means of a plaster cast. Remova! 
of the cast in six weeks is followed by massage 
and, if necessary, the use of braces with a T-strap 

Talipes plantaris is bilateral and may be cause 
by the wearing of short shoes or by neuritis affecting 
the extensor muscles of the foot following some in 
fectious fever of childhood. The treatment is the same 
as that for talipes equinovarus. The author has 
found that after the operation the affected limb 
grows more quickly than the sound one. 

R. S. Rercu, M.D. 


Soule, R. E.: The Value of Bone-Pin Arthrodesis 
in the Treatment of Flat-Foot. J. Am. M. Ass., 
1921, lxxvii, 1871. 

The author calls attention to his operation for the 
pronated relaxed flat-foot. This condition com 
prises from 70 to 80 per cent of all cases of flat-foot, 
and is the most difficult to cure permanently. Over 
half of the cases are of congenital origin. 

The foot and leg having been prepared and i 
tourniquet applied above the knee to insure 4 
bloodless field, the astragaloscaphoid joint is ex 
posed through a skin incision from 11% to 2 in. long 
on the dorsum of the foot, along the course of th 
anterior tibial tendon. The astragaloscaphoi( 
ligaments are dissected away, and the forefoot 
plantar flexed to expose the joint surfaces. 

With the author’s double curved osteotome, 5‘ 
in. wide and curved to conform to the ovoid of the 
head of the astragalus, the adjacent joint cartilages 
are removed from the astragalus and scaphoid with 
preservation of the normal curved-surface contact 
when the forefoot is restored to the desired relation 
to the leg. At the distal end of the skin incision the 
mesial projection of the scaphoid is exposed. Th« 
foot being held by an assistant in its corrected posi 
tion, a drill is driven through the mesial projection 
of the scaphoid into the head of the astragalus to « 
depth of 114 to 134 in., depending on the size of the 

















bones. The drill is then disengaged from the motor 
and left in place while the bone pin is removed 
from the antero-internal surface of the tibia and 
shaped to fit the drilled hole. The foot is again 
securely held in position while the drill is removed 
and the bone pin substituted. 

The skin wound is closed by a continuous catgut 
suture without drainage. Flat dressings are covered 
by a flannel bandage from the toes to the knee and a 
plaster-of-Paris cast applied with the foot at a right 
angle to the leg. Following the removal of the cast 
at the end of four weeks, active and passive 
movements are instituted. Light weight-bearing is 
begun the sixth week, and after the eighth week full 
weight-bearing is allowed with caution to avoid 
over-fatigue of the foot and leg. Massage and 
active and passive exercise are continued to hasten 
the restoration of muscle tone. 
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The cases the author reports include ten treated 
in 1915 (ages 7 to 36 years), nine cases treated in 
1916 (ages 614 to 56 years), two cases treated in 
1917 (ages g and 35 years respectively), one case 
treated in 1919 (age 28 years), three cases treated 
in 1920 (ages 12 to 35 years), and four cases treated in 
1921 (ages 12 to 45 years). In all, thirty-eight feet 
were operated upon. 

The bone-pin arthrodesis was done to relieve: 
(1) the disability due to congenital pronated painful 
foot; (2) relapsing rigid flat-foot; (3) osteo-arthritis 
of the feet with pronation; (4) rheumatic arthritis of 
the feet with pronation; (5) valgus foot deformity 
due to infantile paralysis or some other acquired 
permanent paralytic valgus deformity; (6) pronated 
feet of mentally defective patients; and (7) fracture 
of the midtarsal bones with pain. 

F. W. CarrutHers, M.D. 
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Widerge, S.: Intraspinal Injection of Air and Its 
Diagnostic Importance in Lesions of the Spinal 
Cord, Especially Tumors (Ueber intraspinale 
Luftinjektion und ihre diagnostische Bedeutung 
bei Rueckenmarksleiden, besonders bei Geschwuel- 
sten). Norsk Mag. f. Legevidensk., 1921, \xxxii, 491. 


In a woman 39 years of age there developed in the 
course of one and one-half years the symptoms of 
a tumor of the spinal cord the situation of which, 
according to the best neurological authority, was at 
the level of the sixth dorsal vertebra. November 24, 
1920 a laminectomy from the fourth to the eighth 
dorsal vertebra was performed but with a negative 
result. The patient left the hospital three weeks 
later. At first there was improvement but this did 
not continue. 

January 7, 1921, the patient re-entered the hos- 
pital. The site of the tumor was then believed to be 
at the level of the eighth cervical and first dorsal seg- 
ments. January 8, anintraspinal injection of air was 
given. Sixty-seven cubic centimeters of spinal fluid 
were withdrawn and 50 c. cm. of air injected without 
any subjective difficulties. The roentgen picture 
showed a considerable accumulation of air on the 
upper surface of the brain but not in the ventricles. 
\ picture of the upper part of the column showed 
no air in the spinal canal. After eight hours there 
was sudden severe pain at the level of the vertebra 
prominens radiating to the upper portion of the 
breast and the head, chiefly on the left side. These 
attacks came on at intervals of a few minutes and 
lasted from three to four hours. January 12 a lam- 
inectomy of the sixth and seventh cervical and first 
dorsal vertebra was done. The operation revealed 
« bluish-red, soft tumor 114 by 3% cm. in size on 
the anterior side toward the left, corresponding to 
the neurological findings. This was extirpated. 
Histologic examination showed the growth to be a 
psammo-endothelioma. Objective and subjective 
improvement followed the operation. 





This case presented difficulties with regard to the 
segmental diagnosis over a long period. Between 
the operations, however, the symptoms developed 
so quickly that in the second examination the seg- 
mental diagnosis could be made with fair certainty. 
The intraspinal injection of air was very helpful. 
This method of examination has not been used 
before in cases of cord tumors. 

The injection of air into the spinal column was 
first performed by Dandy of Baltimore in order to 
force air into the ventricles and subdural space. 
The author has used the method in ten cases of 
various diseases of the central nervous system. The 
technique employed is as follows: 

Local anesthesia is induced and the patient 
placed generally in the sitting position but occasion- 
ally in the reclining position with the head 20 to 
30 degrees higher than the pelvis. From 6 to 10 
c. cm. of spinal fluid are withdrawn and replaced 
by 3 to 5 c. cm. of air injected at intervals until the 
desired amount has been introduced or until symp- 
toms appear that make it desirable to stop. The 
needle is left in place a few minutes after the last 
impulsion of air in order to allow any possible excess 
toescape. In every case the amount of fluid removed 
is greater than the amount of air introduced. The 
examination must be performed slowly and with 
care. Usually it consumes about half an hour. On 
an average, 70 c. cm. of fluid are withdrawn and 
47 c. cm. of air are injected. 

On the basis of symptoms caused by the in- 
sufflation the author divides his cases into four 
groups: 

Group 1, four cases in which there were changes 
of hydrocephalic nature but no subjective symp- 
toms. 

Group 2, two cases in which there was pain 
associated with cerebral symptoms, humming in 
the ears, headache, and bursting pressure in the 
head. 
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Group 3, a case of cerebral lues and a case of 
epilepsy. In the first case there were radiating 
pains in the legs after each injection. In the second, 
gradually ascending and radiating pains followed 
each injection. When less than 3 c. cm. of air were 
injected there was no pain. In a physiologically or 
pathologically narrowed canal the air in its ascent 
causes radiating pain by exerting pressure in the 
narrow parts. 

Group 4, a case in which pain developed after 
several hours and then remained constant at the 
level of the vertebra prominens where a tumor was 
found. From here it radiated to the thorax. After 
the attacks there was headache. These symptoms 
can be caused only by the injection of air; they are 
due to the passage of the air through a narrow area 
in the subdural space. 

These cases show that the intraspinal injection of 
air may be valuable as an aid to the diagnosis of 
narrowing of the spinal canal, especially that due 
to tumors of the spinal cord. Koritzinsky (Z). 


Elsberg, C. A.: The Diagnosis and Surgical Treat- 
ment of Tumors in Front of the Spinal Cord. 
Surg., Gynec. & Obst., 1921, xxxiii, 670. 

Tumors growing on the anterior surface of the 
spinal cord—whether they are extradural or intra- 
dural—give rise to symptoms which are often diffi- 
cult to differentiate from those of intramedullary 
growths. For this reason surgical interference is 
often delayed until marked cord symptoms have 
appeared. In order to expose and remove anterior 
tumors the surgeon must draw the cord over to one 
side after he has performed the laminectomy and 
incised the dura. Even when the manipulations are 
carried out with gentleness and care, the danger of 
injury to the delicate cord tissue is very great. 

About to per cent of extramedullary spinal tumors 
are anterior and anterolateral to the spinal cord. 

The author describes his technique in the removal 
of these tumors and emphasizes the fact that when an 
anterior tumor is extradural the transdural approach 
will endanger the cord less than the extradural 
approach. FREDERICK CHRISTOPHER, M.D. 


Neuhof, H.: A Large Cervical Cord Tumor with 
Slight Sensory Manifestations: Laminectomy 
and Radical Excision of the Tumor: ‘‘Cure”’ 
Not Complete Two Years After the Operation. 
Surg. Clin. N. Am., 1921, i, 1699. 

The patient, a man 47 years old, experienced 
stinging pain in the third, fourth, and fifth fingers of 
the left hand for the first time eight months previous- 
ly. This was followed by wasting of the muscles of 
the forearm and shoulder, stiffness of the legs and 
right arm, and difficulty in urination. 

The other symptoms and signs, which included 
dilation of the right pupil, nystagmoid movements 
of the eyeballs, increased reflexes in the legs, and 
disturbance of sensation, suggested either multiple 
or amyotrophic lateral sclerosis or an intramedullary 
spinal cord tumor. To exclude the latter, operation 
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was advised. Exploratory laminectomy in cases of 
advanced spinal cord lesions is as safe as an ex- 
ploratory laparotomy in a parallel intra-abdominal 
condition. It is of little use to remove a spinal cord 
tumor in an advanced case when the patient is 
exhausted and debilitated. 

A low cervical laminectomy was done with the 
patient prone, his shoulders at the edge of the table, 
and his head in the anesthetist’s lap. The dura was 
tense. When it was opened there was a gush of 
spinal fluid and the tumor came into view. The 
author considers it essential to have a clear view of 
a cord tumor in order to prevent damage to the cord 
in its removal. He believes that any surgeon who 
recognizes this necessity and the fact that any 
trauma to the cord causes permanent injury, and 
who has a good working knowledge of neurology is 
qualified to do spinal cord surgery. In the case 
reported Neuhof removed the arch and spine of the 
third cervical vertebra as well as of the fourth, fifth, 
and sixth so as to be able to see the cord beneath and 
to the right of the tumor. 

As the tumor was found to be extramedullary, 
it was then possible to draw out both of its poles 
without damage. It was not stripped out from 
beneath the capsule because of the tendency to 
recurrence when this is done. The pedicle of the 
tumor attached to the cord and veins was cut after 
ligation of the veins with fine silk. To control the 
bleeding in the tortuous mass of veins a bit of 
muscle from the margin of the wound was held in 
place over the oozing area with the gloved finger; 
immediate hemostasis resulted. The cord was 
found to be flattened and pushed forward and to 
the right. The dura was closed with fine silk, and 
the other layers with catgut. A posterior molded 
plaster-of-Paris splint to support the head and neck 
was then applied. 

The tumor measured about 9 by 2 by 2.5 cm., and 
proved to be an endothelioma with cystic and 
hemorrhagic degeneration. 

The postoperative convalescence was uneventful 
There was no change in the reflexes of the lower 
extremities, nor was catheterization necessary. 

Rapid improvement followed the operation at 
first but the symptoms did not completely disappear. 
When compression has persisted for several months 
it is useless to expect complete recovery. In this 
case pain is gone, but slight atrophies and a slightly 
spastic gait with increased reflexes persist, and two 
years after the operation the patient is able to do 
only light work. Marcus H. Hosart, M.D. 


Neuhof, H. : A Small Extramedullary Tumor at 
the First Dorsal Segment: Vague Localizing 
Signs: Advanced Paraplegia: Previous Opera- 
tion at Another Level: Laminectomy and 
Removal of the Tumor: Course Uninfluenced 
by Operation. Surg. Clin. N. Am., 1921, i, 1705 

The patient was a man 62 years of age who, for 
five years, had had weakness and stiffness of the 
legs and spasticity extending up the entire torso. 

















For two years he had had difficulty in urination and 
constipation, and occasional incontinence of the 
bowels. Following a mid-dorsal laminectomy done 
two years before, a flattened cord was found and a 
diagnosis of lateral sclerosis was made. 

At frequent intervals agonizing contractions of the 
muscles of the back, chest, or lower extremities 
occurred. Disturbances of sensation developed, but 
were irregular and although a cord tumor was 
diagnosed, its location could not be determined for 
three months. At the end of that time an ill-defined 
belt of hyperalgesia referable to the third or fourth 
dorsal segment and a strip of diminished sensation 
in the right forearm and hand (first dorsal segment) 
were made out. 

A laminectomy was done at the second and third 
dorsal vertebra but only so-called ‘‘ varicose veins 
of the cord” were found. The author does not 
believe that these cause trouble unless there is 
definite compression of the cord. A first dorsal 
laminectomy was therefore done, but not until 
the seventh cervical spinous process was removed 
was the lower end of the tumor exposed. When 
part of the sixth posterior arch was removed, a 
dense gray tumor measuring 1 by 1% cm. and 
deeply embedded in the right lateral and anterior 
surfaces of the cord was seen. As only relief of the 
symptoms could be hoped for, the tumor was 
shelled out within the capsule by blunt dissection 
away from the cord. Bleeding was controlled by 
pressure. The depression showed no tendency to fill 
in. The wound was closed in layers. Microscopic 
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Ott, W. O.: The Treatment of Sciatica. Minnesota 
Med., 1921, iv, 718. 

The author discusses the treatment of sciatica 
by the removal of foci of infection and epidural in- 
jections of saline solution containing novocaine. 
His study included thirty-four cases treated at the 
Mayo Clinic since 1918. In the greater number of 
cases the condition is probably the result of an 
infectious process involving either the roots or the 
ganglia. Hypersensitiveness of the roots outside of 
the dura or of the ganglia was indicated by the 
fact that during the injection into the epidural 
space pain always occurred down the sciatic dis- 
tribution on the affected side, but never on the well 
side. This pain was apparently due to pressure 
exerted by the fluid on the roots or ganglia as it 
was shown by laminectomy following the injection 
of methylene-blue into the epidural space of a fresh 
cadaver that the colored fluid came into contact 
only with the roots and the ganglia and did not 
pass beyond. 

Of the thirty-four patients whose cases are re- 
viewed, nine (27 per cent) were completely and 
permanently relieved, fourteen (40 per cent) were 
partially relieved, and eleven (33 per cent) ap- 
parently received no benefit whatever. Thirty-one 
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examination showed the tumor to be a psammoma. 
There was no improvement following the operation, 
and death occurred six weeks later, apparently as 
the result of pyelonephritis. 

Marcus H. Hosart, M.D. 


Neuhof, H.: Endothelioma of the Conus and Cauda 
Equina: Difficulties in the Diagnosis: Lami- 
nectomy and Removal of the Tumor: Rapid 
Improvement with Return of the Reflexes. 
Surg. Clin. N. Am., 1921, i, 1687. 


The author reports a case characterized by almost 
constant pain in the lower limbs; occasional in- 
continence of urine and feces; loss of power in the 
legs, more pronounced on the left side; spasticity; 
bilateral complete drop-foot; absence of the knee 
jerks; a decrease in the Achilles reflexes; 2 tendency 
to ankle clonus, more marked on the left side; and 
a bilateral Babinski phenomenon. 

The X-ray showed marked spondylitis of the 
lower dorsal and lumbar vertebre with well- 
developed osteophytes. Neuhof emphasizes the 
point that the X-ray demonstration of the results of 
arthritis of the vertebral column over an area be- 
lieved to be the site of a tumor should not quiet the 
suspicion of a spinal cord tumor. At operation in 
the case reported a tumor was found whose capsule 
was attached to the roots of the cauda equina. After 
a difficult dissection it was removed with the ex- 
ception of a narrow strip of capsule left attached 
to the roots of the cauda. The patient made an 
excellent recovery. FREDERICK CHRISTOPHER, M.D. 


NERVOUS SYSTEM 


patients obtained temporary relief for two to four- 
teen days. 

In some of the cases in which the condition was 
relieved foci of infection were demonstrated and 
removed, while in others no foci were demonstrated 
or removed. 


Tees, F. J.: The Treatment of Peripheral Nerve 
Injuries. Surg., Gynec. & Obst., 1921, xxxiii, 641. 
The author states that he has an increasing belief 
in the ability of a damaged nerve to restore itself if 
given the opportunity. The importance of pre- 
operative care is emphasized: viz., massage and 
electrical treatment of paralyzed muscles to prevent 
degenerative changes, mobilization of joints fixed or 
apt to become fixed, and careful splinting to pre- 
vent the paralyzed muscles from becoming stretched 
by the constant pull of their antagonists. 

Of a large number of war injuries to nerves ob- 
served by Tees only one in four was referred for 
operation. The great majority, including some 
which at first suggested complete interruption, 
recovered without interference. In the cases op- 
erated upon, fascial wraps were not used and, as far 
as possible, the suture line was left in its natural 
site, an intermuscular or subcutaneous plane. 
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Freeing is justifiable if it restores a nerve that is 
fairly uniform, soft, and supple, and especially if 
there is response to weak faradic stimulation. The 
absence of the latter, however, does not necessarily 
indicate resection and suture. The _ interstitial 


neuroma presents a special problem, and the de- 
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cision as to section must be based on the conditions 
of the particular case. 

In the treatment of nerve injuries the dictum of 
Tinel that a good suture is far better than a poor 
liberation should be borne in mind. 

FREDERICK CHRISTOPHER, M.|). 


MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL DISORDERS 


Sherk, H. H.: Epidermoid Cysts. Surg.,Gynec. & 
Obst., 1921, xxxiii, 494. 

These cysts are seldom recognized by operators 
as pathologic entities. They are of frequent occur- 
rence although until recent years the literature con- 
cerning them was rather scant. Some are undoubt- 
edly traumatic in origin and many others are con- 
genital. Their walls show some or all of the elements 
of the epiderm. They are differentiated from seba- 
ceous cysts by the absence of an opening and the 
character of their contents. The pearly luster of 
their contents is one of their most noteworthy and 
constant characteristics. They contain no micro- 
organisms. The absence of sebaceous cells and, 
almost invariably, of fats can generally be demon- 
strated by osmic acid stains. Their contents do not 
dissolve in ether. The skin overlying these cysts as 
a rule shows enlarged and dilated capillaries. Epi- 
dermoid cysts are not flattened like sebaceous cysts 
and, also unlike the latter, cannot be changed in 
shape. Joun D. Exuis, M.D. 


Wieting, J.: Wound Shock (Traumatic Shock) and 
the Conditions Caused by It After Injury 
(Ueber den Wundschlag (traumatischem Schock) 
und von ihm zuscheidende Zustaende nach Verletz- 
ungen). L£rgebn. d. Chir. u. Orthop., 1921, xiv, 617. 

There are two stages of wound shock. In the 
first, consciousness is maintained but speech is 
weak and husky. Commands are correctly under- 
stood, even though they are not always obeyed. 
The sensibility of the skin is diminished and pro- 
tective motions are carried out tardily. The pe- 
ripheral pulse is small but tense. The blood pressure 
is not lowered, but rather slightly raised, and the 
pulse sequence is rhythmical. The heart tones are 
less audible. The respiration is usually regular but 
shallow and often hardly perceptible. The axillary 
temperature is lowered. This first stage lasts only a 
few moments. It is then followed by recovery, 
death, or, as is usually the case, it changes to the 
second stage, the stage of collapse. This stage may 
last several hours or even days and may be followed 
by death resulting from increasing cardiac weakness 
or by slow recovery. 

The stage of collapse as compared with the first 
stage shows the signs of relaxation of the vascular 
system. The blood pressure sinks. The sensory 
apparatus remains clear. Both stages of wound 


shock vary considerably in their duration and 
severity. For this reason the first stage is frequently 
overlooked. In the final stage the entire pathologic 
picture is that of a severe vascular crisis. 

The author reviews the historical development of 
the various theories regarding wound shock. 
Experimental studies on animals cannot explain this 
condition correctly as the external factors cannot 
be reproduced. The condition called ‘operative 
shock” is more like collapse. We can speak of 
operative shock only when a factor equivalent to 
an intensive trauma, such as high division of the 
sciatic nerve which exerts a powerful centripetal 
reflex effect, has played an important part. The 
danger of amputation of the thigh can be consider- 
ably diminished by blocking the sensory path by 
spinal analgesia. 

The effect of cold upon the pleura may cause 
operative shock. The greater frequency of wound 
shock in the recent war as compared with former 
wars was due mainly to the larger ammunition 
used. In addition to the gross action of force, other 
factors also are effective, such as the effect upon the 
ear, the labyrinth, and the brain, changes in the air 
pressure, and the effect upon the psyche. 

The author discusses in detail the processes oc- 
curring in the body during wound shock and its 
symptoms. He again emphasizes the fact that un- 
complicated wound shock is essentially a vascular 
crisis produced through the sensory centripetal 
nerves and passing to the sympathetic system or 
even to the spinal cord through the sympathetic 
fibers. The clinical symptoms are explainable as 
purely vasomotor syndrome. The period of relaxa 
tion is preceded by a more or less pronounced period 
of stimulation in which the blood pressure is slight!) 
increased and the pulse is small and slightly re 
tarded. The period of stimulation is soon followed 
by paralysis of the vasomotors or there may be 
marked lowering of their tonus and as a result a 
fall in the blood pressure and acceleration of the 
pulse. The temperature falls. There is never a true 
dyspnoea. Persistence of consciousness even in the 
most severe cases is pathognomonic of wound shock. 
Local wound shock, occurring only in individual 
parts of the body as a result of local concussion of 
the peripheral nerves, is an intermediate state and 
sometimes a state of transition to general wound 
shock. The collapse of wound shock is due to the 
vasomotor relaxation. Severe wound shock sets in 
immediately after the injury and is very often 
fatal. 











There is no free interval between the injury and 
the symptoms. 

The differential diagnosis between hemorrhage 
and collapse, fatty embolism, tissue embolism, 
autotoxemia, air embolism, infection, drug in- 
toxication, concussion of the brain, syncope, and 
wound shock are discussed. When wound shock 
leads to death slowly, the moment at which the 
vital functions cease can be determined only with 
difficulty. If the shock is followed by recovery, it is 
preceded by a stage of erethrism. 

There is no prophylaxis. Rest is the main re- 
quisite in the treatment. Fresh air, and if necessary, 
the artificial administration of oxygen are of con- 
siderable therapeutic value. The application of 
heat is a life-saving measure. Rapid equalizing 
of the distribution of the blood by lowering the 
head and the upper parts of the body has a good 
effect. The overloading of the heart by sub- 
cutaneous or intravenous infusion of physiological 
salt solution is not without danger. A better effect 
is obtained by means of repeated smaller intraven- 
ous infusions of 200 to 300 c. cm. of 0.9 per cent 
salt solution containing 30 drops of digipuratum 
and 20 drops of adrenalin at a temperature of 44 
degrees. Pituitrin has a more lasting effect than 
adrenalin. In drug therapy, excitants are contra- 
indicated during the stage of stimulation. If the 
vasomotor paralysis is pronounced, remedies stim- 
ulating the heart, especially strychnin, camphorated 
oil, caffein, and alcohol, are indicated. No remedy 
should be used which will cause restlessness of a 
patient suffering from collapse. 

Operation is an additional injury to the organism 
and is indicated only when there would be danger to 
life without it. In general, operation is done only 
after collapse has passed off. Chloroform should 
not be employed for the induction of anesthesia. 
Wieting recommends lumbar analgesia and, if 
necessary, the use of ethyl chloride. 
von LoBMEYER (Z). 


SERA, VACCINES, AND FERMENTS 


Rosenow, E. C.: The Treatment of Poliomyelitis 
with Immune Horse Serum. Minnesota Med., 
1921, iv, 588. 

The author reports the results of various physicians 
who treated, in all, 128 patients with poliomyelitis 
with his immune horse serum, chiefly during July, 
August, and September of 1918 and 19109. 

There was a history of exposure in eleven cases. 
In ten instances there was more than one case in a 
family, and in forty-five there were other cases in 
the same community. Forty-one cases were sporadic. 
Abnormal conditions were found around the teeth in 
nine cases, infected and enlarged tonsils in thirty- 
seven, excessive adenoid tissue in twenty-two, and 
enlarged cervical glands in twenty-four. 

_Intravenous injections of the serum were given in 
cighty-eight cases, intramuscular injections in thirty- 
cight, intravenous and intramuscular injections in 
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twelve, and intraspinal and intramuscular injections 
in three. The total number of intravenous injections 

was 117, and the total number of intramuscular 

injections, 103. A spinal puncture was done in all 

cases preliminary to injection. 

Group 1. Patients with no paralysis at the time 
of serum treatment. None of the twenty-three pa- 
tients in this group died. One patient developed 
slight paralysis which later disappeared. Twenty- 
two patients showed an almost immediate beneficial 
effect of the serum, evidenced by lessening of the 
temperature, the pulse rate, and the stiffness and 
rigidity of the muscles of the neck and back, and by 
drowsiness. The average duration of the disease at 
the time of the first injection was 1.5 days, the 
average cell count in twelve cases was 105, the 
average age 5 years, the average total amount of 
serum 22 c.cm., and the average amount of spinal 
fluid withdrawn 9 c.cm. 

Group 2. Patients withslight paralysis at the time 
of serum treatment. This group included twenty- 
seven patients. There were no deaths. All of the pa- 
tients recovered except one. Twenty-five showed 
beneficial results of the serum at once, while in two 
cases in which the serum was given the third and fifth 
days of the disease, it appeared to have noeffect. The 
average duration of the disease at the time of the 
first injection was 2.5 days, the average cell count in 
seventeen cases 69, the average age 6.7 years, the 
average total dosage 28 c.cm., and the average 
amount of spinal fluid withdrawn 18 c.cm. 

Group 3. Patients with advanced paralysis at the 
time of serum treatment. -Six of the seventy-eight pa- 
ients in this group died. Nineteen recovered with re- 
sidual paralysis; forty-one recovered completely. The 
late results in twelve cases are not known. Early 
good effects were noted in forty-four. Doubtful or 
no apparent effects were noted in nineteen. The 
average duration of the disease at the time of first 
injection was 6.3 days, the average cell count in 
thirty-nine cases 113, the average age 8.4 years, the 
average dosage 37 c.cm., and the average amount of 
spinal fluid withdrawn 37 c.cm. 

Of the six patients who died, one received the firs’ 
dose of serum on the third day, three on the fourtl 
day, one on the sixth day, and one on the ninth day. 
Respiratory involvement was already present at the 
time of the first injection in four cases, complete 
paralysis of the extremities in one, and almost com- 
plete paralysis in one. The amount of serum varied 
from 5 to 130 C.cm. 

The average time of treatment in the cases of 
patients who recovered was 4.6 days after the onset 
of symptoms, while in the cases of those who died it 
was ten days. 

The mortality in the entire group was 4.7 per 
cent. Twenty patients showed residual paralysis; 
ninety-one had early benefit from the serum; 
twenty-one showed no good effect. The average 
duration of the disease at the time treatment was 
instituted was 4.6 days, the average cell count 102, 
the average age 7.4 years, and the average total 
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dosage 32c.cm. The administration of serum usually 
caused a fall in the temperature. Following the 
injection of the serum one child had convulsions and 
one was delirious, but both recovered without 
paralysis. 

The earlier the serum treatment was given the more 
prompt was the recovery. The outcome in the cases 
treated with serum with regard to the saving of life 
and restoration of muscle function is better than in 
those not so treated. Of seventy-two patients not 
treated, nineteen (25 per cent) died of respiratory 
paralysis, and fourteen had varying degrees of 
paralysis. W. H. Sprunt, M.D. 


BLOOD 


Martens, M.: The Ligation of Veins in Thrombo- 
phlebitic Pyemia (Ueber Venenunterbindungen 
bei thrombophlebitischer Pyaemie). Arch. f. klin. 
Chir., 1921, Cxvi, 720. 

At the 1921 Congress of Surgeons the author 
brought up the still disputed question of ligation 
of veins in thrombophlebitic pyamia. The most 
important sites of suppurative thrombophlebitis 
are the transverse sinus in suppuration of the 
middle ear or from the jugular vein outward; the 
cavernous sinus in furuncle of the lip, erysipelas, 
empyema of the upper jaw and frontal sinuses, and 
suppuration of the orbits, inflammation of the 
jugular vein from the cavernous sinus outward, and 
occasionally inflammation of the tonsils; the portal 
vein in cholecystitis, appendicitis, hamorrhoids, 
etc.; the vena cava and the common iliac and hypo- 
gastric veins in puerperal pyemia; and the superficial 
or deep veins of the extremities in suppuration of 
the extremities. 

The frequency of thrombophlebitic pyemia has 
been markedly decreased by greater care with re- 
gard to antisepsis and earlier operation in cases of 
furuncle of the lip, appendicitis, cholecystitis, etc., 
and by more skillful treatment of accidental 
wounds. The prognosis of pyamia is poor. 

Treatment with drugs (antipyretics, preparations 
of silver, antistreptococcus serum, etc.) is quite 
useless. Ligation of the vein, on the other hand, 
improves the prognosis. 

In discussing the history of ligation of veins the 
author states that Zeufal, in 1880, was the first to 
perform the operation in thrombosis of the trans- 
verse sinus. Martens has ligated the jugular vein 
in ten cases of this kind, in some of them secondarily 
when the fever did not fall after an operation on the 
antrum and opening of the sinus. Four of the pa- 
tients died of previously existing meningitis, meta- 
stases in the lungs, or brain abscess. Heine has re- 
ported thirty-six cures in ninety sinus cases; in 
six the vein was ligated. Claus obtained a cure by 
operation in thirty of fifty-three sinus cases. Of 
twenty-six with involvement of the bulbus, he 
cured twelve by ligation and emptving of the jugular 
vein. Kissling states that following ligation of the 
vein a cure results in 75 per cent of the cases while 
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in cases not treated by ligation the cures average 
only so per cent. 

Martens does not operate in thrombosis of the 
cavernous sinus. In pyemia secondary to chole- 
cystitis operation is impossible. In 1909 Wilms 
ligated the efferent veins in a case of appendicitis, 
and in 1913 Braun ligated the ileocolic vein success- 
fully. Weil also obtained good results in one case. 
On the other hand, Sprengel, Martens, and Bruett 
operated without success. Trendelenburg in 1902 
cured a case of puerperal pyemia by ligating the 
hypogastric and ovarian veins, and another case in 
to11 by ligating the vena cava and ovarian veins. 
The operation has since been performed frequently. 
Venus in rort collected 115 cases in which the 
mortality was 66 per cent. Veit succeeded in six 
cases out of twenty, Latko in ten out of twenty- 
eight, and Brumm in five. 

The author, using the extraperitoneal method, 
has operated in eleven cases and cured seven. In 
two cases he ligated the vena cava and in the 
others one or both ovarian and hypogastric veins 
or the common iliac. In one case the left hypogastri: 
and ovarian veins were ligated as thrombi were 
palpable in the left parametrium. The rigors, how- 
ever, continued and there was pain in the right 
parametrium. Following ligation of the common 
iliac and ovarian veins three days later the rigors 
ceased and the temperature fell. 

Early operation is necessary; in one case the au 
thor was unable to reach the end of the thrombus 
in the vena cava after four days. If the common 
iliac vein is ligated, it is wise to ligate the external 
iliac vein at the same time to guard against retro 
gressive continuance of the thrombus formation 

A number of surgeons have successfully under- 
taken ligation of the vein in thrombophlebitis of the 
extremities. The author made a futile exploration 
in four cases. Ligation of suppurated veins is 
advisable not only when the pyemia is fully developed 
but when it is threatened; for example, ligation of 
the angular vein in furuncle of the lip, and of th 
saphenous vein in suppurated varicose veins, etc. 

Prophylaxis is of great importance; hence sup- 
purated organs (the gall-bladder and appendix), 
should be promptly removed, the mastoid process 
opened, furuncles of the lip, phlegmons, etc. should 
be incised, accidental wounds should be given proper 
treatment, amputation wounds in infectious pro 
cesses should be left open, and the most careful 
asepsis should be observed in obstetrics and at 
operation. When pyaxmia has become established, 
ligation of a vein or veins is imperative and should 
be done early. Sonntac (Z). 


Unger, L. J.: The Deleterious Effect of Sodium 
Citrate Employed in Blood Transfusion. / 
Am. M. Ass., 1921, Ixxvii, 2107. 


Biologic tests demonstrate that the transfusion of 
unmodified blood is of far greater value than the 
transfusion of blood modified by the addition of 
sodium citrate. 












Sodium citrate, even in the low percentage em- 
ployed in a citrate transfusion, affects the red blood 
cells, making them more fragile. The value of such 
blood to a patient suffering from a hemolytic dis- 
ease, such as pernicious anemia, is lessened to that 
extent. 

Sodium citrate diminishes the available quantity 
of complement in two ways: by its direct action on 
the complement itself, and by introducing into the 
plasma an anticomplementary substance which 
inactivates complement. This substance is derived 
directly from red blood cells. 

Sodium citrate also reduces almost to nil the 
function of opsonins, and practically destroys the 
phagocytic power of the white blood cells. The 
phagocytic index of the blood of various donors 
varies. Since complement and the phagocytic 
power are of prime importance in the protective 
action against pathogenic organisms, unmodified 
blood froma donor with a high phagocytic index 
should be employed when an attempt is made to 
combat local or general infections by means of 
transfusions. 

In the selection of a donor, therefore, attention 
should be paid to the finer qualitative differences 
in the blood. SamMueL Kann, M.D. 


GENERAL BACTERIAL INFECTIONS 


Hektoen, L.: Old and New Knowledge of Immunity. 
J. Am. M. Ass., 1921, \xxvii, 1935. 

The history of immunology may be divided into 
the premicrobic period ending about 1880, and the 
microbic or modern period, from 1880 down to the 
present day. To the premicrobic period belong the 
attempts to produce immunity to the bites of ven- 
omous snakes by early savage peoples, King Mithri- 
date’s legendary method of producing a univer- 
sal antidote for poisons, early Chinese and Turkish 
methods of actively immunizing against smallpox, 
Sydenham’s conception of specific remedies for all 
important diseases, Thomas Fuller’s early state- 
ments as to the specificity of theimmunity character- 
istics of infectious diseases, early experimentation 
with measles and with pest, Jenner’s cowpox studies, 
and the isopathy of Lux. The author sketches the 
development of nosography in the early part of the 
nineteenth century. 

The microbic or modern period began with the 
demonstration by Pasteur that specific immunity 
may be produced by the injection of the demon- 
strated agents of infectious diseases which have been 
artificially attenuated or changed. Two chief forms 
of immunity are now recognized: (1) the antitoxic, 
and (2) the antimicrobic. It has been found that 
immune reactions are not limited to infectious 
igents and their products, but may be set up by a 
variety of protein substances. Such proteins are 
termed “antigens.”” An individual once thoroughly 
influenced by the entrance of an antigen into his 
body becomes changed, and this change may mani- 
fest itself by: (1) the persistence of an excess of free 
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antibodies in the blood, (2) an increased rate of 
antibody formation on re-entrance of the same anti- 
gen, (3) anaphylactic reactions on re-introduction 
of the antigen, or (4) an atypical course of a re-in- 
fection. Antigen-antibody reactions may play a 
part in the production of certain non-infectious dis- 
eases or syndromes such as hay fever and serum 
disease. 

The author reviews the development of our pres- 
ent knowledge regarding the various members of the 
streptococcus group of organisms and the discussions 
regarding their specificity. J. D. Exuts, M. D. 


SURGICAL DIAGNOSIS, PATHOLOGY, AND 
THERAPEUTICS 


Deaver, J. B.: Old Methods Versus New in Surgical 
Diagnosis. Surg., Gynec. & Obst., 1921, xxxiii, 605. 

In assuming the office of President of the Clinical 
Congress of the American College of Surgeons, 
Deaver sounded a warning against the acceptance 
of new methods and new remedies unless they 
can stand the acid test of experience. The radium 
treatment for cancer has fallen far short of being a 
universal cure and, indeed, in many situations where 
help is most needed it has proved sadly lacking. 

He stated further that there seems to be a danger 
of under-estimating the value of the old and tried 
methods of clinical diagnosis by sight, touch, and 
hearing, and of regarding the findings so acquired 
as less scientific than those obtained through the 
medium of a piece of apparatus or a reaction in a test 
tube. All data must be submitted to interpretation 
before judgement is possible, and data gained di- 
rectly by questioning and by the older methods of 
examination have exactly the same scientific status 
as those secured by indirect methods. 

We must therefore see to it that while the bound- 
aries of knowledge are being extended and while we 
are placing new tools in the hands of the younger 
generation, the older arts which are the chief reliance 
of the diagnostician receive proper emphasis. 

H. A. McKnicat, M. D. 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Nafiagas, J. C.: Experimental Studies on Hydro- 
cephalus. Bull. Johns Hopkins Hosp., 1921, xxxii, 
381. 

Nafiagas found that the pressure of the cerebro- 
spinal fluid in kittens in which an internal hydro- 
cephalus had been produced experimentally was con- 
siderably higher than that of normal kittens, the 
average difference being 50 mm. of cerebrospinal 
fluid. 

The intravenous injection of a strongly hypertonic 
solution of sodium chloride into hydrocephalic ani- 
mals produced a brief initial rise in the pressure of 
the intraventricular cerebrospinal fluid which was 
followed immediately by a marked depression. The 















310 





decrease in pressure at times produced negative 
values. This phenomenon is probably to be ex- 
plained by the apparently rapid absorption of the 
cerebrospinal fluid from the dilated cerebral ven- 
tricles. 

The intravenous injection of hypotonic solution 
(distilled water) into hydrocephalic kittens was in- 
variably followed by a marked and sustained increase 
in the pressure of the cerebrospinal fluid. This result 
was due possibly to a rapid elaboration of fluid by the 
choroid plexus or an increased transudation of fluid 
through the ventricular walls. 

Intraventricular absorption of cerebrospinal fluid 
occurred in the hydrocephalic kittens; the pathway 
of escape was through the ependyma into the under- 
lying capillary network. The absorption was has- 
tened by the intravenous administration of strongly 
hypertonic solutions. 

The absorption of the cerebrospinal fluid was sim- 
ilarly found to occur through the ventricular epen- 
dyma in normal kittens. The pathway of escape was 
the same as in the hydrocephalic kittens; the process 
was very slow in the normal! animal but was has- 
tened by the administration of hypertonic solutions. 
The physiological significance of this intraventricu- 
lar absorption in the normal animal is probably 
slight. 

The choroid plexus took absolutely no part in the 
intraventricular absorption of the cerebrospinal fluid. 
H. A. McKnicut, M. D. 


Mann, F. C.: A Technique for Making a Biliary 
Fistula. J. Lab. & Clin. Med., 1921, vii, 84 

Of the many methods described for making biliary 
fistula one of the following procedures has generally 
been employed: (1) suturing the gall-bladder to the 
abdominal wall and opening it so that the bile drains 
to the exterior; (2) suturing a cannula or tube in the 
gall-bladder; (3) excising the common duct at the 
point of entrance to the duodenum with a piece of 
duodenal wall and suturing it to the skin; and (4) 
placing a cannula in the common bile duct. These 
procedures, however, are not satisfactory because the 
blood supply to the transplanted part is insufficient 
or because of infection of the viscus. 

The essentials of technique described by the author 
are definite fixation of the common duct ina super- 
ficial position and drainage of the duct to the 
exterior. A midline ay right rectus incision is made 
and carried as far forward as possible without 
opening the pleural cavity. The pylorus and first 
portion of the duodenum are pulled up into the 
wound. A small opening through the mesentery of 
the duodenum is made about 4 cm. on each side of 
the point of entrance of the common duct into the 
duodenum and between the duodenal wall and the 
pancreas. Through these openings the peritoneum 
and then the fascia are sutured with double No. 2 
chromic catgut. This procedure leaves the duct- 
bearing portion of the duodenum just under the skin. 
The superficial fascia and skin are then sutured 
over the transposed loop of intestine. Care must be 
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taken not to cause obstruction by suturing too close 
to the ends of the loop. 

After complete healing (seven to fourteen days), 
a small incision is made over the transposed loop of 
intestine at the point where the common duct is 
located, and the duct is exposed, ligated, and opened 
so that it will drain at its point of emergence from 
the skin. A soft rubber catheter is kept in the 
duct for a day or two after the operation. Observa 
tions may then be begun. By simply passing « 
catheter into the opened end of the duct, observa 
tions may be made of the secretory activity of the 
liver, the secretory pressure of the organ, or thi 
movements of the gall-bladder. 

Mann has made observations over a period of six 
months, during which time the animals maintaine:! 
an apparently normal condition. However, as bil: 
seems to be essential to life, the condition of «|! 
animals with biliary fistula sooner or later become 
serious. Occasional catheterization of the duct wil! 
prevent cicatrization. CLayron F. ANpREws, M.D. 


ROENTGENOLOGY AND RADIUM THERAPY 


Soiland, A.: Radiation in the Treatment of Leu- 
kemia. J. Radiol., 1921, ii, 25. 


After reviewing the different measures introduced 
and used in the past decade in the treatment o! 
the various types of leukemia, the author is con 
vinced that radiation by the roentgen rays and 
radium has proved to be the most serviceable from 
the standpoint of symptoms. From the standpoint 
of cure no permanent foundation on which definite 
claims may be based has been established to date 
Frequently an enlarged spleen may be reduced to 
normal in a short time, and in some cases of the 
Hodgkin type, glands of enormous size may be 
reduced with almost unbelievable rapidity by radio 
therapy. Unfortunately, the test of time has shown 
that these immediate results are neither permanent 
nor curative. In spite of subsequent radiation. 
there is a gradual enlargement of the affected organs 
and glands and eventually there will come « 
time when radiation fails to prevent a fatal ter 
mination. 

The technique varies necessarily with the symp 
toms of the particular case. The aim should be to 
diminish the pathologic activity of an accentuatec 
leucocyte count as rapidly as possible. In doing 
this, however, it is of the utmost importance to 
watch the behavior of the red blood corpuscles and 
the hemoglobin. Radiation may be easily carried 
to the point at which the red corpuscles are de 
stroyed and the hemoglobin percentage is lowered. 
changes which are more harmful than the presence 
of a fairly large white cell count. 

The effects of radiation by the roentgen rays and 
radium are apparently alike. If radium is used, « 
sufficient amount must be employed to insure dee} 
effects. The author frequently employs radium 
over the spleen and roentgen radiation over the 
osseous structures and glandular fields. It is of the 















utmost importance to radiate the inguinal and 
axillary regions thoroughly whether or not any 
palpable gland chains are present. The methods of 
applying the radium and roentgen rays are described 
in detail. The course of the treatment is determined 

in large measure by frequent blood examinations. 
An important phase of the subject is the possible 
correlation between lymphatic leukemia and 
adenosarcoma. In some of these conditions the 
blood picture may be so atypical as to challenge the 
best diagnostic skill. A condition diagnosed at the 
outset as typical Hodgkin’s disease may develop 
rapidly into a condition bearing every clinical 
resemblance to a sarcoma of high malignancy. 
Age seems to have considerable bearing on the 
ceflect of radiation. The earlier in life leukemia 
develops, the more rapidly it causes death. In 
patients of advanced years radiation seems to main- 
tain a retarding influence on the progress of the 

disease. ApotpH Hartune, M. D. 
Van Allen, H. W.: A Retrospective Note Covering 
the Treatment of Tonsillitis by the X-Ray. 

J. Radiol., 1921, ii, 18.- 


In an attempt to ascertain the permanency of the 
beneficial results obtainable by roentgen treatment 
of enlarged tonsils, the author checked up about 
fifty cases which he treated three or more years ago 
for cervical adenitis following repeated attacks of 
tonsillitis with chronic enlargement. The results of 
this investigation showed the beneficial effect upon 
the tonsils very definitely. About 80 per cent of the 
patients had had no further attacks of tonsillitis and 
the tonsils had ceased to annoy, having been greatly 
reduced in size. In the rest of the cases there had 
been only acute inflammations after the radiations. 

By chance, the method of treatment corresponds 
quite closely to that recommended by Witherbee. 
It was always fractional, but the dose varied. 
Probably in those early days when methods of exact 
measurement were not known it was much less than 
is given today. As instruments of precision came 
into use, an 8-in. spark gap, a 3-mm. aluminum 
filter, 314 ma. of current, a 16-in. distance, and 
twenty minutes of time were employed, and the treat- 
ment was repeated once a week for about six weeks. 

From this study of his cases the author concludes 
that the percentage of permanent cures was greater 
in the early days than later when more active treat- 
ment was given. None of his patients developed 
telangiectasis or skin atrophy, but he has noted 
these conditions in patients who received more 
vigorous radiation. Apotex Hartunc, M.D. 


Bowing, H. H.: The Value of Radium and X-Ray 
Therapy in Hodgkin’s Disease. J. Radiol., 1921, 
ll, 20. 

The author discusses the primary results obtained 
at the Mayo Clinic by the use of radium and X-ray 
therapy in Hodkin’s disease. Reduction in the gland- 
ilar enlargement and amelioration of symptoms 
ere noted in practically all cases. 
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The etiology of Hodgkin’s disease is unknown. 
By some authorities focal infection is believed 
to be a factor. The disease is characterized path- 
ologically by enlargement of all the lymphoid 
tissues of the body. In the majority of cases 
the primary lesion is in the cervical glands 
on one side and spreads to the opposite side with 
extension to the axillary and inguinal glands and 
finally to the deep glands of the mediastinum and 
abdomen. The microscopic picture shows prolifera- 
tion of large endothelioid cells, numerous multinu- 
clear giant cells, progressive fibrosis, and an abund- 
ance of eosinophile cells. 

The clinical course of the disease is either acute 
or chronic. The acute condition is rapidly progress- 
ive and terminates fatally in a few months. The 
chronic condition may last two to five years or longer. 

In the differential diagnosis, lymphosarcoma, tu- 
berculous adenitis, and pseudoleukemia must be 
considered. 

Radium treatment as used at the Mayo Clinic 
consists in the application of from 5,000 to 6,000 
mg.-hrs. of radium to each right and left cervical and 
supraclavicular area, from 2,000 to 3,000 to the 
infraclavicular and inguinal regions, and from 1,000 
to 3,009 to the axillary areas. Severe reactions are 
treated by catharsis and the administration of sodi- 
um bicarbonate. Two to four areas measuring 2 
by 4 cm. are usually radiated at one time with an 
interval of two to three days between the treat- 
ments. 

The present formula for X-ray treatments at the 
Mayo Clinic is: a broad-focus Coolidge tube, a 23.7- 
cm. parallel spark gap, skin target 30.5 cm. distance, 
time twelve minutes, 5 ma. of current, filtration by 
6 mm. of aluminum, and a piece of sole leather. The 
different gland areas, the mediastinum, and the 
abdomen are exposed successively. The treatments 
are repeated every three weeks until six or eight have 
been given. An interval of three months is then 
allowed to determine whether or not further therapy 
is indicated. X-ray treatments are usually given at 
the beginning or end of radium exposures. 

The initial good results of radium and X-ray 
treatment may be due to direct destructive effects 
on the glandular clements. The large glandular 
endothelial cells are very susceptible to radiation. 
Radium and the X-ray set up fibrosis. 

Bowing concludes that “‘ the life expectancy of the 
patient should be increased by intensive radium 
treatment of the superficial glandular enlargements 
and deep X-ray therapy of the thoracic and abdom- 
inal cavities whether or not the roentgenograms are 
positive. Huge glandular enlargement and medias- 
tinal involvement are markedly diminished. The 
generalized pruritis may diminish, and in some cases 
may entirely disappear.” L. H. Fowrer, M. D. 


Quick, D.: Radium in the Treatment of Epithe- 
lioma of the Lip. J. Radiol., 1921, ii, 1. 


The possibilities for radium therapy and diagnosis 
are probably greater in cases of epidermoid carci- 
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noma of the lipthan inany other field. The diagnosis 
should be based on the clinical findings; the author 
warns against biopsy and manipulation of the lesion. 

A typical epithelioma of the lip is an epidermoid 
or squamous-celled carcinoma. Basal-celled carci- 
noma attacks the lip only by extension from the skin. 
There are two types of lesion: (1) the superficial 
papillary type which forms crusts, extends directly, 
and metastasizes late only after deep infiltration; 
and (2) the deeply infiltrating type which is small, 
has raised indurated edges, metastasizes early, and is 
more malignant than Type tr. 

The author quotes statistics regarding the oper- 
ative results and states as a conclusion that 70 per 
cent of clinical cures for the five-year period is a fair 
average. His discussion of the surgical procedure 
brings out the disadvantage of scarring and tissue 
loss when block dissection of the neck is done. Block 
dissection is not necessary when there is no demon- 
strable tumor. Cases may be classified into those in 
which the lesion is apt to form metastases and those 
in which it is probable that it will not do so. For the 
latter, expectant treatment is advised; operation 
should be delayed until the appearance of glands. 
Before rupture of the capsule and infiltration of the 
surrounding tissues the glands are protective and 
should be dealt with intelligently. The plan used at 
the Memorial Institute is given as follows: 

The primary lesion is treated with radium only. 
From 60 to 65 mc.-hrs. of emanation are applied per 
square centimeter of surface, screened with 0.5 mm. 
of silver, at a distance of 4 mm. from the lesion for 
even distribution of the rays. The radium is 
applied on three sides of the lesion and held in a 
cast of the lip and lesion made previously. The tubes 
are embedded in the molding compound cast by 
gouging groves with a hot gouge after the cast has 
been fitted. The tubes are held in place by pouring 
melted paraffin over them after placing them in the 
groves. All lesions are thus treated and usually one 
treatment is sufficient. In cases of deep infiltration, 
emanation is used also. One millicurie of emanation 
gives 132 mc.-hrs. before decay. The emanation is 
inserted interstitially by means of a special trocar 
after the induction of novocaine anesthesia and after 
a surface irradiation has been given in order that the 
possibility of metastasis due to the trauma may be 
lessened. 

The neck is always irradiated, in favorable cases 
with radium and in the others with either radium or 
the X-ray or both. The object is to stimulate the 
protective forces in the lymphatics and to destroy 
microscopic metastasis. When nodes are present 
the object is to make the case a better operative risk. 
No claim is made that the metastatic cancer cells in 
nodes are fully destroyed by radiation alone. Sur- 
gery is contra-indicated unless definite cancer nodules 
are felt. Nodes other than cancer nodes are pro- 
tective and a barrier to further dissemination. 
Block dissection is destructive to protection and 
even stimulates the growth unless every node is 
removed. 
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If nodes are not clinically malignant, they are 
treated by irradiation. When clinically malignant 
nodes are present, block dissection is followed by the 
burying of emanation along the involved chains of 
lymphatics at the time of operation. The wound 
heals before the reaction from the radium sets in. If 
the capsule of the node is broken and infiltration has 
occurred, the emanation is buried at the time of the 
incision without dissection of the mass. Local 
anesthesia is advised. 

The author gives his own statistics based on 162 
cases. The total number of patients traced is 115. 
Of these, eighty (69.5 per cent) are alive and free 
from the disease. The average period of freedom 
from disease is eighteen months. Twenty-eight are 
dead and eight are steadily growing worse. Of twen- 
ty-two who had dissections of the neck, fifteen are 
clinically free from the disease, the average time 
being eighteen months. Six died and one is steadily 
getting worse. In ninety-two cases the condition 
was primary and no nodes were found. Sixty-seven 
(72.8 per cent) are clinically well. Nine later devel- 
oped nodes and had a block dissection. Eight of 
these are clinically well, one died two months after 
operation, and three died of intercurrent disease but 
at the time of death were free from malignancy. 

A. J. LARKIN, M.D. 


Pfahler, G. E.: Radium Combined with X-Ray 
Treatment of Carcinoma of the Breast. 41. 
J. Roentgenol., 1921, n. s. viii, 661. 

The treatment of carcinoma of the breast by 
radiation is in principle the same as that of malignant 
disease elsewhere in the body. Successful results 
are dependent upon: (1) a clear recognition of the 
extent and nature of the disease, and (2) the most 
thorough and skillful application of the radiation to 
every portion of the involved area for a sufficient 
length of time and with sufficient intensity. 

For the past six years Pfahler has recommended 
an ante-operative course of X-ray treatment in- 
cluding the breast, the axilla, and the supraclavicular 
region and carrying as much radiation as possible 
into the tissues within a period of one or two weeks. 
The object of this is to so devitalize the malignant 
cells that they cannot easily reproduce themselves 
either in the wound or in other locations if trans 
planted by the lymph or blood channels during the 
operation. This treatment should be followed by an 
operation as radical and complete as if no pre- 
liminary radiation had been given. Following the 
operation and within a period of three or four weeks 
after the preliminary treatment a subsequent period 
of radiation should be given with saturation of the 
tissues to the limit of skin tolerance. In an early 
or average case the whole process should be com- 
plete within two months. If the disease is extensive 
and there is metastasis, more radiation must be 
given over a longer period of time and the outlook is 
less hopeful. 

Pfahler uses the following technique: At least 
three areas are treated: (1) the mammary region, 
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(2) the supraclavicular region, and (3), the scapular 
and posterior axillary region. The radiation is done 
with a Coolidge tube, a 6-mm. glass or aluminum 
filter, a g-in. parallel spark gap, and 5 ma. of current. 
When the focal skin distance is 30 cm. the time is 
twenty minutes, and when the focal skin distance is 
4o cm. the time is thirty-five minutes. Each of the 
three areas is covered in this manner twice within a 
period of two weeks. The longer technique is 
preferred but seems to increase the radiation sick- 
ness. Therefore the shorter technique is frequently 
chosen. By means of two applications within a 
period of two weeks an amount which in one appli- 
cation would cause a serious erythema may be 
given safely. 

In the treatment of primary carcinoma of the 
breast by radiation alone the preliminary X-ray 
dosage technique is the same as in the ante-operative 
radiation already described. At the end of two 
weeks, radium needles (10 mgm. each) are inserted 
throughout the palpable lesions, 0.5 cm. apart if 
they are to remain eight hours, and 2 cm. apart if 
they are to remain sixteen hours. In order that no 
part may recover or develop a resistance to the rays 
while some other part is being treated, the needles 
must be inserted under aseptic conditions and into 
every portion of the neoplasm either in a single 
application or in more than one application within a 
period of one week. 

After a detailed account of six cases Pfahler 
summarizes his conclusions as follows: 

Radiologists should study carcinoma of the breast 
and its treatment with the same thoroughness as 
the surgeon. 

The best procedure for the treatment of primary 
carcinoma of the breast will probably consist of 
ante-operative X-ray treatment followed promptly 
by operation and again promptly by postoperative 
X-ray treatment. 

For inoperable primary carcinoma of the breast 
treatment by X-ray and radium offers a reasonable 
hope of success if it is skillfully and thoroughly 
given. The earlier it is applied the better will be the 
result. 

_ Recurrent and metastatic carcinoma from car- 
cinoma of the breast can frequently be made to 
disappear completely by skillful X-ray or radium 
therapy but probably better by a combination of 
both, and success can be hoped for providing the 
disease is localized to the area treated. 

All patients should be kept under observation and 
requested to report for examination at increasing 
intervals for an indefinite time. 

D. R. Bowen, M.D. 


LEGAL MEDICINE 
A Childbirth Case—Error in Referring to Pus. 
Schnetzky vs. Zanto (Wis.), 1832 N. W. R., p. 751. 


March 5, 1919, while attending the defendant, the 
plaintiff was employed to take care of the defendant’s 
wife who was delivered of a child the same evening. 
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On March g he detected symptoms of pneumonia in 
the wife, and on March 1o began a course of treat- 
ment for this condition which he continued until 
March 13. During this time he did not treat the 
patient for any other ailment. On March 13, the 
plaintiff was discharged and a Dr. Berwick was 
called. 

When the plaintiff sued the defendant for the 
medical services which he had rendered the defend- 
ant and his wife, the defendant counterclaimed for 
damages on account of the plaintiff’s negligence in 
treating his wife. Dr. Berwick testified that at his 
first visit he found the defendant’s wife suffering 
from septicemia with a very high temperature; that 
the source of such trouble was in the uterus; that 
the condition of the uterus was such that it was 
dangerous to attempt to clean it out; that on March 
13 the patient did not have pneumonia and there 
were no indications that she had recently been so 
afflicted; that four days afterward the witness flushed 
and cleared out the uterus; that in the strongly odor- 
ous fluid discharge he found a portion of the pla- 
centa about the size of a pigeon’s egg; and that the 
critical condition in which he found the patient was 
the direct and probable result of the failure to re- 
move such portion of the placenta. 

Dr. Berwick also testified that at the time of the 
discharge from the uterus there was no pus, and there 
was no testimony in the record which tended to 
qualify or contradict this statement. Nevertheless, 
a hypothetic question was put to one of the medical 
experts which included the finding of such a piece of 
placenta eleven days after the birth of a child, the 
discharge from the uterus of half a pint of blood and 
pus, and a temperature that rose from 104 to 106 
degrees F. during the period of five to seventeen 
days after the birth. Moreover, the presence of pus 
was made a part of the hypothetic questions by the 
defendant’s counsel in his examination of all the 
medical experts save one. 

The plaintiff testified that he examined the after- 
birth and found it intact. He was corroborated on 
both of these points by the midwife in attendance, 
and on the first by the defendant. The trial resulted 
in a verdict and judgment for the defendant. This 
judgment was reversed and the cause remanded for 
a new trial because, although Dr. Berwick testified 
directly that there was no pus in the discharge in 
which he claimed he found a portion of the placenta, 
it was quite apparent that, through a mistake which 
could easily arise in the trial of such a lawsuit, the 
court and counsel on both sides had assumed that 
there was testimony warranting the inclusion of the 
presence of pus in such a discharge as an important 
part of the hypothetic question asked of the medical 
witnesses. 

A consideration of the entire testimony satisfied 
the supreme court that the reiterated inclusion of 
and emphasis on the presence of pus in the discharge 
must have influenced the jury in a substantial de- 
gree in arriving at the verdict it rendered. 

J. A. CASTAGNINO. 
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Pregnancy Diagnosed as Tumor After Ovariotomy. 
Goltschall vs. Geiger (Mo.), 231 S.W.R., p. 87. 

The gist of the cause of action submitted was that 
the defendant was negligent in diagnosing the 
plaintiff’s condition and in advising and undertaking 
a surgical operation. When the abdomen was 
opened it was found that pregnancy, and not a tu- 
mor, was the cause of trouble. 

One of the matters in dispute was whether the 
defendant was negligent in assuming that the plain- 
tiff was not pregnant since, although about nine 
months previously he had removed her ovaries, he 
knew that he had left a small portion of one of them, 
and knew, or should have known, as a medical man, 
that it was not impossible for her to become preg- 
nant. The burden was on the plaintiff to show, not 
only that the defendant made a mistake in diagnos- 
ing her condition and deciding on and advising an 
operation, but also that this was a negligent mistake 
and that the operation was so palpably unnecessary 
that a surgeon of ordinary care and prudence would 
not have advised or undertaken it. 

If conditions were such as to lead a surgeon of 
ordinary care and skill to think that the plaintiff 
was not pregnant, or even that as a remote possibil- 
itv she might be, and yet an operation was necessary 
and the defendant in the honest exercise of his best 
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judgment thought an operation was proper, then 
the defendant would not be liable, even though it 
afterward turned out that the defendant was mis- 
taken in diagnosing the plaintiff’s condition. If 
there were conditions such as to raise a question 
whether an operation was advisable or proper, then 
the question of whether the defendant’s decision to 
operate was negligent or not should be gathered 
from the.opinions and testimony of those who had 
special knowledge and were qualified to speak on 
such matters. The mere fact that the plaintiff 
became pregnant notwithstanding that she had only 
a small portion of one ovary did not, of itself, show 
that her pregnancy was abnormal, i. e., that 
abnormal conditions were associated with that 
pregnancy. 

The jury returned a verdict in her favor for $3,000 
damages, but this judgment was reversed and the 
cause remanded for a new trial on account of error 
in the admission of the testimony of the plaintifi’s 
husband who was present at the operation as a silent 
spectator and not as the plaintiff's agent. Under 
the Missouri statute a husband can testify as a wit- 
ness in his wife’s lawsuit only when the transaction 
constituting the basis of the action is one “‘had with 
or conducted by”’ the husband as her agent. 

J. A. CAsTaGnino. 

















UTERUS 


Culbertson, C.: The Disposition of the Uterus 
Following Salpingectomy Where It Is Desirable 
to Preserve Menstruation. Am. J. Obst. @Gynec., 
1921, li, 497. 

The author reviews 518 cases of general pelvic 
peritonitis involving the tubes which were treated 
by abdominal section. Both tubes were removed 
in 445 cases; one tube was removed in 52 cases; and 
both tubes were left in the remaining 21 cases. In 
the 445 cases in which both tubes were removed 
hysterectomy was performed 199 times, leaving 246 
cases (55 per cent) in which some disposition of the 
uterus im situ was necessary. 

In such cases there are four possibilities. First, 
the uterus may be left alone. This is_ rarely 


. practicable as it is often already displaced, either as 


a result of the disease condition for which the opera- 
tion was performed or as the result of some other 
pre-existing factor. 

The second possibility consists in some method of 
round-ligament shortening. It has long been the 
author’s opinion that this procedure should be 
reserved for cases in which pregnancy is to take 
place in the future. 

[he third possibility consists of ventral fixation. 
This method is probably the one most generally 
employed in the surgical clinics of the United 
States. However, it forms a pillar in the lower mid- 
abdomen, renders peritonization difficult or im 
possible, and like the other two methods, requires 
the retention of the entire uterus except the portion 
of the cervix which may have been dealt with by a 
plastic operation. It is safe to say that secondary 
operations for removal of the uterus more often 
follow ventral fixation than any of the other pro- 
cedures. 

lhe fourth possibility consists in the removal of 
the entire fundus of the uterus, a procedure which 
leaves a small organ that can be entirely covered by 
peritonization, that remains in its normal position 
and is capable of maintaining menstruation to a 
degree sufficient to satisfy the physiological and 
psychological requirements, and that is not subject 
to subsequent excessive bleeding. 

In all respects this treatment of the uterus is 
similar to Bell's “acro-hystero-salpingectomy” except 
in the method of peritonization which requires 
freeing of the round ligaments. In the author’s 
opinion, imbrication of the round ligaments and 
approximation of the broad ligaments from side to 
side over the uterus is superior to the method de- 
described by Buettner. He believes that in order 
'o secure the advantages set forth by Bell and Polak 
more of the fundus must be removed than is pos- 
sible unless the round ligaments are freed. 
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If the uterus has been in retroversion and the 
cervix continues to swing too far forward, shorten 
ing of the uterosacral ligaments is carried out as is 
done in association with round-ligament shortening 
for simple uterine retroversion. 

While fixation of the uterus into the abdominal 
wall was used in the early years, this procedure has 
been virtually abandoned in favor of the operation 
of defundation. Patients operated upon as long ago 
as 1913 are still menstruating. There has been little 
or no dysmenorrhcea complained of, and in not one 
instance has the follow-up revealed a premature 
menopause or a continuance of excessive uterine 
bleeding. On the contrary, the menses are scanty 
in amount and their duration from one to three 
days. In some cases the problem of leucorrhcea re- 
mains, but this will never be overcome as long as 
the cervix remains. E. L. Cornett, M.D. 


Shaw, W. F.: The Present Position of the Treat- 
ment of Carcinoma of the Cervix. Brit. M.J.1921, 
ii, ror. 

The importance of the early recognition of 
carcinoma is generally understood. If a careful 
bi-manual examination were made of all women 
near or past the menopause who have a history of 
bleeding other than that of normal menstruation 
many early cases would be found. Cases too far 
advanced for the radical Werthheim hysterectomy 
have been treated with radium but the author has 
seen only one so treated in which improvement 
lasted more than one year. When these cases are 
examined two months after radium treatment the 
cervix is smooth with scar tissue but recurrence is 
the rule. 

In one far-advanced case in which examination 
several months after treatment with radium 
showed an apparently operable condition, Shaw per- 
formed a Wertheim hysterectomy but it was done 
with great difficulty because of the dense ad- 
hesions in which the ureters were embedded. At 
present it is his practice to give a radium applica 
tion one week before operation, as the tissues do not 
become sclerosed in that period. In this way the 
patient has the benefit of both treatments and the 
difficulties of operation are not increased. 

I. E. BisHkow, M.D. 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Curtis, A. H.: The Bacteriology and Pathology of 
Fallopian Tubes Removed at Operation. Sxrz¢., 
Gynec. & Obst., 1921, Xxxiil, 621. 

This article reports the study of fallopian tubes 
from nearly three hundred patients. One hundred 
and ninety-two were subjected to most painstaking 
bacteriological and histological examinations. 
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From the clinical history, examination of the ex- 
ternal genitalia, evidence obtained at operation, and 
laboratory study of the tubes, it was found that 
gonococcal infection was responsible for the patho- 
logic changes in over 70 per cent of the cases. 
Approximately to per cent more were thought to 
have been primarily infected with the gonococcus, 
but this could not be determined with certainty. 
In somewhat more than 15 per cent the tubal 
pathology appeared to have been due entirely to 
other pus-producing bacteria, notably various types 
of streptococci. 

Tuberculous tubes were found in the absence of 
generalized tuberculous peritonitis in 5 per cent of 
the cases. 

Bacillus coli is particularly common in tubo-ova- 
rian abscesses of large size. As a primary cause of 
salpingitis neither the colon bacillus nor the staphy- 
lococcus appears to be of much importance. 

It has seldom been possible to obtain gonococci 
in cultures from thoroughly ground fallopian tubes 
removed from patients free from fever and leucocy- 
tosis for a period of more than ten days or two wecks. 
Therefore it appears that the fallopian tube is not a 
focus for chronic gonorrhoealinfection. Persistently 
active gonorrhoea of the tubes is evidently ascribable 
either to recurrence of infection from without or 
repeated invasion of bacteria from the chronically 
infected lower genital tract. 

Tubal infection due to various types of strepto- 
cocci yielded pathologic evidence of an active in- 
flammatory process long after the introduction of 
the bacteria, and streptococci were occasionally 
isolated many months, or even years, after the acute 
process had subsided. 

Gonorrheeal pelvic infection primarily involves 
the tubes and results in thickening, induration, 
closure of the fimbriated ends, and the formation of 
pelvic adhesions. The latter may be separated by 
blunt dissection. Microscopic examination shows 
adhesion of the folds of the mucosa, pockets of gland- 
like columnar epithelium extending deeply into the 
wall of the tube, numerous blood vessels, and plasma 
cells. 

A single attack of gonorrhoeal salpingitis is us- 
ually without protracted clinical symptoms or 
severe pathologic results. Greatly thickened tubes 
are usually due to repeated exposures. 

Implicit reliance is not to be placed upon ham- 
atosalpinx as evidence of tubal gestation as hamor- 
rhage may occur in greatly thickened gonorrhceal 
tubes. 

Salpingitis nodosa, although generally of gonor- 
rhoeal origin, may result from numerous causes, 
inflammatory or non-inflammatory; the etiology of 
a doubtful case is best explained by microscopic 
examination. 

In streptococcus infection tubal involvement is 
usually only a part of the picture. Perisalpingitis 
is the most common type of tubal lesion. Even 
when there is an extensive salpingitis, the fimbriated 
extremities will probably remain open; the mucous 
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membrane folds or ‘villi’? of such tubes show few 
adhesions. On the other hand, the less common case 
with occlusion of the fimbria and an accumulation 
of fluid in the tube shows adhesions between the 
villi and nests of columnar cells in the tube wall: 
differentiation from the gonorrhoeal tube is then 
difficult. 

Tuberculosis is very apt to be overlooked if rou- 
tine histologic preparations are not made. When 
the condition is limited to the pelvic organs it js 
difficult to establish a diagnosis from the gross 
appearance alone. Unusually resistant adhesions 
suggest tuberculous or streptococcus infection. 

Somewhat similar operative measures appear 
indicated in streptococcus and tuberculous salpin- 
gitis. In both diseases the infection is usually not 
confined to the tubes; in both, viable bacteria are 
often still present in the tissues at the time of oper- 
ation and there is danger of chronic postoperative 
infection of the ovaries. Particularly as regards 
extirpation of the ovaries, more radical surgery 
appears indicated than in gonorrhceal infections of 
corresponding severity. KE. L. Cornett, M. D. 


EXTERNAL GENITALIA 


Schroeder, R., and Kuhlmann, E. A.: Ulcerations 
of the Vagina, with a Report of One Case 
Each of So-Called Round and Varicose Ulcer 
of the Vagina (Die Ulcerationen der Vagina 
Zugleich Mitteilung ueber je einen Fall von sog. 
Ulcus rotundum und Ulcus varicosum vaginae). Arci. 
f. Gynaek., 1921, CXv, 145. 


Ulcers caused by foreign bodies, prolapse, simple 
necrosis, and gangrene are not considered in this 
article. 

Group 1. Round ulcers. The round ulcer has 
been described in the literature fourteen times. In 
most cases it was single, and its identification was 
not always positive. In the fifteenth case, here 
reported, the ulcer was regarded as one of the group 
of round ulcers because no specific change could be 
made out by microscopic examination. It was a 
not quite circular lesion with a sharp margin 
situated close behind the posterior commissure. 
Its base, about 2 mm. deep in the center, was some- 
what contracted but was movable over the under- 
lving tissues. ‘There was no zone of inflammation; 
only slight thickening of the surrounding parts. 
The base of the ulcer was slightly*moist and had a 
yellowish, amyloid, glassy appearance. 

Group 2. Phagedenic and aphthous ulcers. Of 
the first variety only four cases already described 
(Vautrin, Hammernick) are considered here. The 
ulcer is irregular in form and has thickened, hard 
margins. The marked destruction of the tissue 
of the cervix, portio, and vagina, and the fatal hemor- 
rhages prove that the lesion is not to be included 
among the round ulcers. On the contrary it is 
related to the apthous ulcer. Three cases of th« 
latter (Neumann, Oppenheim) are described. The 
lesions are irregular, smooth, grayish-yellow plaques 
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developing simultaneously in the portio and vagina. 
Accompanied by a necrotic angina of apthous stoma- 
titis, they appear with local red zones and general 
phenomena of fever after irruption of herpes 
vesicles and show histologically a necrosing inflam- 
mation. 

Group 3. Tuberculous ulcers. The authors 
have collected fifty-six cases. These ulcers are of 
three tvpes: (1) primary, (2) secondary without 
simultaneous disease of the genital organs, and (3) 
secondary with simultaneous disease of the genital 
organs. To Type 1 belongs only the one much 
disputed case of Friedlaender, in which a small 
tuberculous ulceration was found on the portio 
vaginalis, around the external uterine os, in an 
otherwise normal woman who had died of apoplexy; 
microscopically this ulceration showed a large 
number of tubercles with giant cells. To Type 2 
belong six cases in which the ulcer was developed by 
the hematogenous and lymphogenous routes or by 
the transference of saliva from other tuberculous 
foci. The majority of the cases belong to Type 3 
and are divided into: (1) those with ulcerations 
only; (2) those with ulcerations and tubercles; (3) 
those in which the findings are doubtful. Thirty- 
seven cases of uncomplicated ulcerations are 
described, nine cases of ulceration and tubercles, and 
one case in which the findings were doubtful. The 
various means by which infection may take place are 
discussed and the pathologic findings are summarized 
as follows: 

The lesion is round, oval, or polyhedral, and varies 
in size from that of a pinhead to that of a silver 
dollar or even larger. The margins are at first wall- 
like, but later jagged with deep indentations and 
very much undermined. The base is reddened, 
coated over with yellow, and formed of gray tuber- 
cles or cheesy masses. Pain is always present. The 
ulcers are situated on the vault of the vagina or on 
the posterior vaginal wall near the portio. They 
may develop at any age. Tubercle bacilli must be 
differentiated from smegma bacilli by animal 
experimentation. Approximately 7.1 per cent of all 
cases of tuberculosis of the genitalia belong in this 
group. 

Group 4. Luetic ulcers. Type 1 of this group 
are the primary ulcers. Forty-seven cases are 
known. In the majority ulcers were found also in 
the portio and vulva. There are two forms: the 
parchment chancre, a flat, red or dull brown movable 
ulcer and the typical hard ulcer. The inguinal or 
pelvic glands are swollen. Type 2 are ulcers showing 
secondary changes such as papules with a tendency 
toerosion. These are rare. Type 3 are ulcers of the 
ertiary stage, of which fourteen are known. Usually 
these are found in the lower third of the vagina. 
lhey have a semicircular, crescent, or kidney shape 
nd vary in size from that of a dime to that of a half- 
llar. The base is deep, often segmented, and 
covered with an amyloid coating. The lesion 
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bleeds easily, but is painless, and in pregnant 
women tends to phagedenic degeneration. 

Group 5. Soft ulcers. In 3.4 per cent of the cases 
the ulcer occurs in the vagina. It has a delicate 
dentated margin, slightly undermined, and an 
inflammatory zone. Its base is often nodular with 
an amyloid coating. It bleeds easily and is painful. 
In the soft elevated ulcer, which is relatively 
common, the base is elevated and smooth. The 
Ducrey-Unna streptobacillus and the inguinal 
bubo complete the findings. 

Group 6. About eighteen cases belonging to this 
group have been reported. In the majority the 
lesion was due to infection from the anus. Following 
superficial epithelial necrosis there is eschar 
formation and then ulcer formation by suppurative 
degeneration. The process spreads with countless 
small, round ulcers over the entire vagina, only 
small islands of mucous membrane escaping. 
Healing forms flat, slate-gray scars. There is never 
any atresia of the vagina. 

Group 7. Diphtheric ulcers. Though vaginitis 
is not rare in diphtheria, only one case of primary 
diphtheria of the vaginal membrane has_ been 
described. On the posterior vaginal wall was a 
deep-seated ulcer covered with a dark brown mem- 
brane. Typical diphtheria bacilli were found. 

Group 8. Uremic ulcers. Eichhorst observed 
the only known case. Flat, round, and elliptical 
ulcers with sharp margins were found on the 
anterior and posterior vaginal walls. The tissue 
adjacent to its margins was transformed into a 
necrotic, greenish gray, fatty mass. The remaining 
portions of the vagina were unchanged. 

Group 9g. Ulcers due to drugs. Hammer re- 
ported five cases of ulcer which developed during 
treatment with mercury. The ulcers were both 
single and multiple. One case of ulcer due to 
chromic acid corrosion has been described, and two 
cases have been reported in which criminal abortion 
was the cause of destructive processes involving the 
deeper tissues. In three cases ulcers appeared after 
radium therapy. 

Group to. Varicose ulcers. These have not been 
described previously in the literature unless possibly 
a case described by Unger as telangiectatic ulcer 
belongs to this group. The authors’ case was that of 
a woman in the eighth to the ninth month of 
pregnancy. On the posterior wall of the middle 
third of the vagina was a segmented, irregular ulcer, 
about the size of a half-dollar, which was profusely 
permeated with dark red nodules. The base hada 
purulent, fatty coating, and the margins were 
raised and slightly infiltrated. The surrounding 
tissue was extremely vascular. Examination after 
excision revealed the absence of any specific char- 
acteristic and indicated definitely that this was an 
area of thrombosis of the vaginal veins, some of 
which had already undergone connective tissue 
organization. KULENKAMPFF (Z). 
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PREGNANCY AND ITS COMPLICATIONS 


Gordon, O. A., Jr.: The Management of Abortion, 
from a Study of 530 Consecutive Cases. Am. 
J. Obst. & Gynec., 1921, ii, 521. 


The treatment of abortion has been primarily 
conservative. Its form depends upon whether the 
abortion is threatened, inevitable, or incomplete, 
aseptic or septic. Threatened abortions, which con- 
stitute a practically negligible number of hospital 
cases but a very considerable number of home cases, 
are treated by absolute rest maintained by the hypo- 
dermic administration of morphine sulphate in 
% gr. doses. As a rule this type of case becomes 
either an inevitable abortion within twelve or eight- 
een hours or the pregnancy continues normally. 
The inevitable or incomplete case is the type con- 
stituting by far the largest number. These have 
been treated in the following manner: 

Upon admission to the hospital the patient is 
shaved and the vulva are prepared as for labor. No 
examination is made prior to this preparation. A 
vaginal examination in the lithotomy position is 
then made with a bivalve speculum, and if any of 
the products of gestation are found in the vagina or 
protruding from the cervix they are removed with a 
sponge stick. No packing is introduced unless there 
is considerable hemorrhage. If there is considerable 
bleeding, such as occurs in something over 70 per 
cent of the cases, packing is done. All patients with 
inevitable or incomplete abortion, whether they 
require packing or not, are given pituitrin in 14 c.cm. 
doses every two hours for four doses. The packing 
is done with the patient in the lithotomy position 
without anesthesia and under strict aseptic precau- 
tions. The vagina is tightly and thoroughly packed 
through a bivalve speculum with 2-in. strips of plain 
gauze. The author emphasizes the necessity of tight- 
ness and thoroughness in the packing. 

The packing is removed from the vagina in from 
twelve to twenty-four hours, and in about 80 per cent 
of the cases requiring packing sufficient of the prod- 
ucts of gestation will be removed from the vagina 
with it to render another packing unnecessary. If 
marked bleeding recurs, as in less than 20 per cent 
of the cases, a second packing is applied in the same 
way as the first. A very small percentage of the 
cases required packing more than twice and in 
none was packing done more than three times. If 
the patient continues to bleed following the second 
and third vaginal packings, as will occur in some- 
thing less than 4 per cent of the cases, curettage may 
then be indicated. 

The author has found that as his care in the man- 
agement of these cases improves, the number requir- 
ing interference (and by interference he means any 


intra-uterine manipulation) grows less. In 
with moderate bleeding continuing over some time 
there is frequently a retrodisplacement. ‘This is 
overcome, at least temporarily, by the use of a 
retroversion pessary. The bleeding then soon 
ceases. All patients are instructed to lie upon the 
abdomen at least eight hours in twenty-four as this 
position favors both drainage and involution. They 
are allowed out of bed the day after bleeding ceases, 
and unless there is some special contra-indication 
they are discharged from the hospital two days 
later. 

In none of the septic cases was there any intra- 
uterine manipulation or irrigation. Patients with 
sepsis were placed out of doors and in the Fowler 
position. Their feeding was forced as much as 
possible. Some patients received repeated blood 
transfusions of small quantities of blood at a time, 
some were given salvarsan intravenously, and others 
were treated by vaccines and sera. Thus far no 
special difference has been noted in the ultimate 
result or in the duration of the illness in the septic 
cases relative to any special type of extra-uterine 
treatment. 

The author’s conclusions are summarized as fol 
lows: 

t. All cases of abortion, threatened, inevitable, 
or incomplete, should be treated conservatively until 
it is demonstrated that conservative treatment has 
failed. 

2. Conservative treatment, properly executed. 
will fail in something less than four cases out of one 
hundred. 

3. The mortality and morbidity in abortion cases 
is in direct ratio to the amount of intra-uterine inter 
ference. The greater the manipulation and inter 
ference, the higher the mortality and morbidity. 

4. Curettage in abortion changes many aseptic 
cases into septic cases. 

5. Curettage is therefore seldom indicated and 
often is actually harmful. 

6. Conservative treatment has, if possible, 
more positive indication in septic than aseptic cases 

Ii. L. CorNELL, M.1) 


Cases 


LABOR AND ITS COMPLICATIONS 


Newell, F. S.: Abdominal Abortion. Am. J. O) 
Gynec., 1921, ii, 606. 


By the term ‘“‘abdominal abortion” is meant the 
termination of pregnancy before the period oi 
viability by abdominal hysterectomy in preference 
to pelvic operation. 

The principal advantages of abdominal hyster- 
ectomy are that it can be performed under loc:! 
anesthesia on patients who are considered 
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risks for general anesthesia, and that, since the 
contra-indication to pregnancy is permanent, the 
termination of the pregnancy can be supplemented 
by sterilization. The present pregnancy can be 
ended and future pregnancies made impossible at a 
single operation with minimal risk. 

The ordinary indications for abdominal abortion 
are, first, serious cardiac lesions which at some 
previous time, either during or before the pregnancy, 
have resulted in decompensations, particularly those 
causing signs of failing compensation early in the 
present pregnancy, and second, cases of chronic 
nephritis in which the disease is distinctly progressive 
and the history shows that recent attempts at 
childbearing have resulted invariably in the birth 
of stillborn children in spite of adequate medical 
attention. 

(Quiescent though not arrested pulmonary tuber- 
culosis in patients who already have children would 
seem a proper indication both for the termination 
of the present pregnancy and for sterilization after 
due consultation with the patient. 

Occasionally cases of diabetes which do not yield 
to ordinary treatment may also offer indications for 
sterilization in addition to the termination of the 
pregnancy. 

The operation is most useful, however, in the 
cases of patients with decompensated cardiac lesions 
in which attempts to restore compensation have 
failed. In such cases the use of a general anesthetic 
may be possible, but as a rule operation can be per- 
formed more safely under local anesthesia. 

The author has adopted local anesthesia preceded 
by the administration of morphine and scopolamine 
for cwsarean section at full term when the use of a 
gencral anesthetic has been advised against by a 
competent medical consultant. With the exception 
of the occasional case in which first-intention healing 
of the abdominal wound was interfered with by too 
free infiltration of the abdominal wall with novocaine 
when the patient’s general resistance was below 
normal, he has been entirely satisfied with the 
results. 

The technique of abdominal abortion under local 
anwsthesia is described in detail as follows: 

\bout two and one-half hours before the time set 
ior operation the patient is given 1/6 gr. of morphine 
and 1/209 gr. of scopolamine by’ hypodermic in- 
jection. The scopolamine is repeated at forty- 
minute intervals, but usually it is not necessary to 
repeat the morphine. Three or four doses of 
scopolamine, but occasionally more, are necessary 
‘o produce quiet sleep. The patient’s eyes are 
-overed and the ears plugged. -She is brought to the 
vperating room as quietly as possible, and no un- 
necessary noise or conversation is allowed in the 
operating room. 

The field of operation is prepared quickly with 
iodine and the site of the incision is anesthetized 
ith 14 per cent novocaine, care being taken to 
neesthetize the skin thoroughly and also the fascia 
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After the proper interval the abdomen is opened 
in the usual way, a low median incision being made 
just above the symphysis. If the pregnancy is of 
more than three and one-half months’ duration, the 
uterus can be easily manipulated through such an 
incision without great traction on the peritoneum. 
In earlier cases the uterus must be grasped with 
hooks and drawn up to the wound, at times con- 
siderable traction being necessary. This may cause 
some reaction, but as a rule it is not great. The 
uterus, which is practically non-sensitive, can be 
opened, the ovum removed with the finger, and the 
wound sutured without any marked reaction al- 
though some patients will move more or less and 
occasionally groan. 

If sterilization is to be done under local anesthesia 
the most satisfactory method is excision of the tubes 
from the cornua of the uterus. In the author’s 
experience the injection of a syringe full of novocaine 
into the inner portion of the broad ligament and the 
cornua of the uterus is advisable before this is done. 
The presence of old abdominal adhesions increases 
the difficulty of the operation to some extent since 
peritoneal adhesions are extremely sensitive, but 
they can be injected with novocaine and then cut 
and tied if a proper interval is allowed for the action 
of the novocaine. The manipulations necessary to 
remove the uterus under local anesthesia would 
probably be very painful because of the traction 
of the peritoneum. Therefore this method of 
sterilization has not been attempted under local 
anesthesia. In the operation described, the uterine 
incision and the abdominal wall are closed as in any 
ordinary cesarean section and the patient then 
treated as after any other laparotomy. 

Surgical shock has been absent in most cases and 
postoperative vomiting has not occurred in any. 

This method of operation is a distinct advance for 
patients who present permanent contra-indications 
to pregnancy and in whom sterilization is con- 
sidered justifiable. There is less shock and less loss 
of blood than in abortion by the pelvic route, and in 
addition the recurrence of pregnancy is prevented. 
E. L. CornELL, M.D. 


Holland, E.: Methods of Performing Cesarean 
Section. J. Obst. @Gynac. Brit. Emp., 1921, xxviii, 
349- 

The results of about 4,000 cesarean sections per- 
formed for various indications during the period 
from 1911 to 1920 are reported. The total number 
of cases in which the operation was performed for 
pelvic contraction was 3,374. 

Satisfactory as is the classical operation, it has 
certain disadvantages both in theory and in practice, 
and lately these have been coming to the front. In 
fact, at the present time there is much uncertainty 
regarding cesarean section. The defects of the 
classical operation as met with in practice are as 
follows: 

1. The risk of sepsis in infected or suspected 
cases. The classical operation is not safe when 
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infection is suspected or present, i.e., when labor is 
advanced and the membranes are ruptured, and 
when there have been many vaginal examinations or 
attempts at delivery by forceps. 

2. The risk of rupture of the scar in a subsequent 
pregnancy or labor. Quite apart from rupture of the 
scar, which is comparatively rare, the proportion 
of thin and defective scars found at subsequent 
operations is very high. 

3. The risk, a rare one, of intestinal complications 
during convalescence. 

4. Adhesions between the uterine scar and in- 
testine, omentum, or abdominal wall, which some- 
times cause much difficulty in subsequent operations. 

It is easy enough to perform a classical cesarean 
section, but the greatest care must be taken to 
suture the uterine wound properly. This is the step 
in the operation which is apt to be done imperfectly. 
There must be no hurry; every suture must be 
inserted and tied deliberately. 

The best method of suturing is that in which in- 
terrupted sutures are passed through the whole 
thickness of the uterine wall except the decidua. An 
essential point is that they start well outside the 
edges of the incision so as to include a good thick- 
ness of the uterine wall. 

Closure of the uterine peritoneum is of great 
importance in preventing the leakage of sepsis from 
the interior of the uterus to the peritoneal cavity. 

The author first incises only the peritoneum 
throughout the length of the proposed incision and 
then reflects it for half an inch all around. The 
muscle is next incised in the usual way through the 
length of the bared area. In suturing the wound the 
muscular wall is sutured first; the reflection of the 
peritoneum allows the needle to be inserted well 
outside the edge of the muscle so that it takes a wide 
bite. After this layer is tied, the reflected peritoneal 
edges can be accurately united, first by a running 
suture and over that by a Lembert suture. It is 
important to wait for complete retraction before 
inserting the sutures. The author considers silk- 
worm gut the best suture material, silk the next best, 
and catgut most unsuitable. 

The advantages of the cervical over the classical 
operation are the following: 

1. The wound lies in a quiet part of the uterus 
and is at rest during healing. There is no tendency 
for the edges of the wound to be drawn apart or for 
gaps to form between the sutures. For these reasons 
healing occurs under more favorable circumstances 
than following the classical operation. 

2. The uterine incision is made through a less 
vascular area, and bleeding from the edges is extreme- 
ly slight. 

3. The edges of the wound are thin; suture is 
therefore easier and quicker. 

4. The position of the wound is such that ad- 
hesions to the intestines, omentum, or abdominal 
wall cannot occur; there is only a short line of peri- 
toneal,sutures at the bottom of the uterovesical 
pouch. 
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5. The uterine wound is covered with a thick layer 
of fascia and by the bladder, and perfect closure of 
the peritoneum is possible. 

6. The operation causes less disturbance of the 
abdominal contents; the intestines are never scen. 

7. The scar is in a safer area for subsequent 
pregnancy and labor as the lower uterine segment 
stretches late in labor. 

8. The operation is just as easy to a practised 
surgeon as the classical procedure. 

It is obvious that a great deal more experience and 
careful recording are necessary before a sound con- 
clusion can be drawn regarding the relative merits 
of the classical and lower segment operations. In the 
future, Holland will employ the transperitoneal 
lower segment operation for all cases unless the lower 
segment is hard to get at, as when the abdominal 
cavity is short in cases of diminutive stature or 
kyphosis. A conservative practice would be to use 
the operation only when the patient has been long 
in labor, when it is easier, and when infection of the 
wound is to be feared. E. L. Cornett, M.D. 


Kerr, J. M. M.: Indications for Cesarean Section. 
J. Obst. & Gynec. Brit. Emp., 1921, xxviii, 338. 

In general, unless the child is very small, caesarean 
section should be chosen whenever the conjugata 
vera is under 314 in. (8.1 cm.). Even when it 
measures as much as this, the operation may be 
indicated occasionally. When the conjugata vera is 
3/4 in. one must estimate very carefully the relative 
size of the head and the pelvis. Any other procedure 
than cesarean section should be employed only if 
the overlapping is slight and a certain degree of 
fixation of the head in the brim of the pelvis can be 
secured. 

Pubiotomy is relatively seldom a suitable method 
in cases of contraction at the pelvic rim because the 
gain in the conjugate is slight for each inch of 
separation at the symphysis. The cases in which it is 
suitable are those in which the accoucheur has 
carefully estimated the relative size of the head and 
the pelvis, has erroneously come to the conclusion 
that spontaneous delivery will occur, has made one 
or two attempts with the forceps (employing moder- 
ate traction), and has failed to deliver. Under such 
circumstances pubiotomy gives excellent results. 

For contractions at the outlet, pubiotomy is 
especially suitable because every inch of separation 
of the pubic bones gives a corresponding increas¢ 
between the tuberosities of the ischia. Cases 0 
pronounced kyphotic or masculine pelvis, in whic! 
the head is arrested at the outlet, are the most strik 
ing examples. 

The induction of labor does not come into com- 
petition with cesarean section as the results of th 
former are very rarely satisfactory if the conjugata 
vera is under 3!4 in. Induction of labor is indicated 
in cases in which at a previous parturition the 
accoucheur experienced difficulty in extracting the 
child with the forceps and it is believed that a slight 
ly smaller child can be delivered easily. 

















It is generally agreed that if a fibroid tumor ob- 
structs the passage of the child from the uterus the 
only procedure is cesarean section. On no account 
should the child be dragged past the tumor. In con- 
nection with this indication the author summarizes 
in tabular form eighty-eight cases with a maternal 
mortality of 8 per cent and a foetal mortality of 19 
per cent. The high foetal mortality is accounted for 
by the fact that in a considerable number of cases 
the children were premature, and in many the tumors 
interfered with the growth and development of the 
foctus. A few of the cases might have been dealt with 
by myomectomy and vaginal extraction of the child. 

Cesarean section is rarely necessary in cases of 
ovarian tumors complicating labor. In such cases 
the tumor should be removed and the child delivered 
through the vagina. The ovarian tumor can general- 
ly be raised out of the pelvis and removed if the 
patient is placed in the Trendelenburg position and 
an assistant pushes it up from the vagina if it is im- 
pacted in the pelvis. In the very exceptional cases 
in which the tumor cannot be removed, cesarean 
section is indicated. In thirty-nine cases of caesarean 
section for this complication the maternal mortality 
was 10 per cent and the foetal mortality 8.6 per cent. 

In addition to these more common tumors, the 
author’s tables include two cases of broad ligament 
cysts, four of malignant ovarian tumors, one of 
tumor of the bladder, ten of tumors of the pelvis, 
nine of tumors of the pelvic colon and rectum, and 
twenty-five of carcinoma of the cervix. Taking all 
of these cases together the maternal mortality was 
17.6 per cent and the foetal mortality 33 per cent. 
Practically all of the deaths were those of patients 
with carcinoma or malignant ovarian tumors. 

In 195 cases in which cesarean section was per- 
formed for eclampsia the maternal mortality was 31 
per cent. There is no doubt that this would have 
been lower if the operation had been performed 
earlier. The great difficulty in these cases is the 
selection of those suitable for this very radical pro- 
cedure. Everyone who has been engaged in ob- 
stetrical practice for any length of time has en- 
countered many most unpromising cases which 
recovered following ordinary medical and obstetrical 
procedures. 

The cases suitable for cesarean section are those 
in which the pregnancy is well advanced but there is 
no dilatation of the cervix or attempt at labor, and 
after six hours there is no improvement from blood- 
letting, intravenous saline infusion, and morphine. 
When the seizures occur earlier in pregnancy than 
the thirty-second or thirty-third week, vaginal 
cesarean section is preferable. 

At the present time the author is fairly well con- 
vinced that cesarean section should always be select- 
ed in the case of a primigravida with a central 
placenta previa as the plugging, manual manipula- 
tion, version, and delivery of the shoulders and head 
are associated with much greater danger to the 
mother and infinitely greater danger to the child. He 
has employed it in six cases, and in all the mother 
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and child were saved. In this particular condition it 
is of vital importance to operate early. 

Cesarean section is indicated only in the severe 
cases of accidental hemorrhage. 

There are fourteen cases of ventrofixed uteri in 
which cesarean section was done; none of the 
mothers died but there were two foetal deaths. 

In three cases cesarean section was necessary 
following the interposition operation. 

Few obstetricians of experience would advocate 
cesarean section for prolapse of the cord. 

The author never employed the operation for 
impacted shoulder presentation as it is very seldom 
necessary or advisable. In four cases operated upon 
there were two maternal and two foetal deaths. 

The tables show eleven cesarean sections perform- 
ed because of large size of the child, four for large 
head, two for occipitoposterior position, two for 
brow presentation, and three for impacted breech 
presentation—in all, twenty-two cases. None of the 
mothers died but there were two foetal deaths (9 per 
cent). As far as these conditions are concerned Kerr 
feels certain that the majority of obstetricians would 
admit them as justifiable indications under special 
circumstances. The great difficulty is the determin- 
ation of the degree of dystocia which may be en- 
countered. 

Rigidity of the cervix and vagina is also placed in 
the list of indications. Although a few cases are en- 
countered in which cesarean section is indicated— 
for example, old cicatrices seriously obstructing the 
passage—few surgeons advocate the employment of 
such radical measures for even extreme rigidity of 
the cervix. 

Under the heading of grave diseases threatening 
the life of the mother there were forty-two cases of 
cardiac disease with a maternal and foetal mortality 
of 20 per cent; two cases of advanced pulmonary 
tuberculosis, with no deaths; four cases of intestinal 
obstruction, with two maternal deaths; and one 
case each of diabetic coma, septicemia, and chorea, 
all of which were fatal. 

The author is convinced that twenty years hence 
the accepted indications for cesarean section will be 
extended even beyond the limits suggested. 

E. L. Cornett, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Roos, T.: The Treatment of Puerperal Sepsis (Zur 
Behandlung der puerperalen septischen Erkrank- 
ungen). Fortschr. d. Med., 1921, xxxix, 708. 

The author discusses the best methods of treat- 
ing puerperal sepsis with special reference to those 
used during the last few years at the Hess Midwife 
Institute in Mainz. In view of the severity of the 
infection, no remedy should be left untried which 
offers any promise of success whatever. The local 
treatment of puerperal ulcers and septic endometritis 
has been entirely abandoned as it is absolutely im- 
possible to sterilize an infected wound mechanically 
or chemically. Moreover, local treatment of the 
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internal genital organs may be injurious. The same 
is true of vaginal and uterine douches which may 
force septic material into the tubes and even into 
the peritoneum. Douching is frequently followed 
by a chill and, as the result of the breaking through 
of the wall of granulation formed by the body, 
peritonitis, thrombophlebitis, septic thrombosis, or 
general sepsis may develop. 

Instrumental cleansing of the septic endometrium 
and atmocausis, which apparently provide a favor- 
able culture medium for the bacteria in the uterus, 
have also been abandoned. Uterine douches are 
employed today only when there is pronounced 
stasis of the lochial secretion with absorption and 
high fever. Removal of ichorous foetal or placental 
remains with the fingers is followed by a douche 
forty-eight hours after the disappearance of fever. 
It is best to leave small placental remains untouched 
during fever as digital or instrumental removal is 
more dangerous even after a period of weeks. 

Attempts to improve the condition by operative 
removal of the infected organ usually fail. Fre- 
quently peritonitis or septicopyemia results and 
these as a rule are soon fatal. Whether an abdom- 
inal or a vaginal hysterectomy is done, the entrance 
of virulent bacteria into the operative wounds, the 
connective tissue, the peritoneum, and the opened 
blood vessels can rarely be prevented. Surgical 


treatment is usually restricted to: (1) the opening of 
abscesses of the pelvic connective tissue, (2) in- 
cision, irrigation, and drainage in diffuse purulent 
peritonitis, and (3) ligation of the veins in thrombo- 
phlebitis. The author advises allowing the abscesses 


to point. They can then be reached much more 
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easily and with less danger either through the vagina 
or by abdominal incision, and heal rapidly without 
complications. Encapsulation is obtained best by 
rest and the administration of opiates. The ap- 
plication of heat is recommended to aid in the de- 
crease and absorption of encapsulated abscesses. 

In the presence of a puerperal peritonitis having 
its origin in a pelvic peritonitis, which as a rule 
cannot be expected to become cured spontaneously, 
immediate operation is indicated. In the beginning 
of this condition muscular tension is frequently 
absent, but more rapid and superficial breathing, 
nausea or vomiting, and a more rapid and increas- 
ingly smaller pulse are characteristic. The opening 
is best made in the midline under local anesthesia. 
The incision should be only a few centimeters long. 
Secretions should be drained with rubber drains and, 
if necessary, several counter-openings should be 
made. Irrigation with saline solution is contra- 
indicated as it might spread the process further. 
Ether may be poured into the abdominal cavity. 
In especially severe cases only adrenalin-saline 
solution should be given intravenously. Electric 
light treatment, diathermy of the pelvis, etc. find 
a wide application. 

An experience of many years in the treatment oi 
puerperal sepsis has demonstrated that intravenous 
injections of the silver colloids and the acridin salts 
(acriflavine) deserve special consideration. The 
prophylactic administration of these preparations 
to enable the body to overcome a spreading infection 
is also recommended. In addition, analeptics, 
cardiac stimulants, alcohol baths, and a nourishing 
fluid diet are indicated. Bove (Z). 

















ADRENAL, KIDNEY, AND URETER 


Le Fur, R.: Notes on Various Methods of Kidney 
‘exploration and Their Trustworthiness. ed. 
Press, 1921, n.s. Cxii, 528. 

The author describes more or less in detail the 
various methods of determining kidney function, 
paying special attention to experimental polyuria, 
maximum concentration, and azotemia tests. 
As we must know not only whether the kidney is 
functioning but also the maximum activity of which 
it is capable, a functional test which will indicate the 
“margin of safety” is necessary. Clinically, the 
urea elimination is the best test. This can be deter- 
mined in two ways: (1) by increasing the quantity 
of urine (experimental polyuria), and (2) by in- 
creasing the concentration of urea (maximum con- 
centration test). It is wise to make both tests. 
Moreover, as the fact that a kidney has the power to 
excrete the maximum amount of urea is of no value 
unless the blood urea is normal in amount, the 
blood-urea test (azotemia) is indispensable. 

Ambard’s constant may be worked out to ad- 
vantage if it is used to corroborate the azotemia 
test, but the author considers the azotamia test 
more reliable. 

Color tests, the elimination of phloridzin, sodium 
chloride, etc. are of no more value than the first 
and second tests mentioned. 

Horace Binney, M. D. 


Smith, E. C.: A Case of Unusual Solitary Tuber- 
culoma of the Kidney. J. Urol., 1921, vi, 371. 


Few cases of isolated tuberculous granuloma 
occurring in the kidney, liver, or spleen have been 
recorded. The usual types are miliary or pyonephro- 
tic, having a secondary relationship to active or 
quiescent foci in some other part of the body. 

The case reported in this article was that of a 
young adult with definite unilateral renal tuberculo- 
sis. For one week previous to operation there was a 
persistent elevation of temperature not explainable 
by pulmonary tuberculosis or other common 
causative condition. Following the removal of the 
diseased kidney an intense streptococcic septicemia 
developed and later a fatal peritonitis. 

Pathologic examination of the kidney and a com- 
plete autopsy showed a large solitary renal tuber 
culoma and absence of any other focus of tuberculosis 
in the body. 

The author draws two conclusions from this case: 

1) persistent fever unexplained by pulmonary 
lesions or other usual causes is a contra-indication to 
immediate operation in renal tuberculosis, and (2) 
closer co-operation between the pathologist and the 
surgeon will be of benefit to both, and especially to 
the surgeon. H. W. PLacGemryer, M.D. 
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Helmholz, H. F.: Modes of Infection in Pyelitis. 
Am. J. Dis. Child., 1921, xxii, 606. 


Since identical symptoms may be produced by 
cortical abscess of the kidney and infection of the 
ureter, pelvis, or bladder, urine examinations are 
of little value in localizing a lesion of the genito- 
urinary tract. No large series of cases of pyelitis has 
been studied except by means of bladder cultures, 
and this procedure determines simply that the organ- 
ism obtained came from some point in the genito- 
urinary tract. By means of ureteral catheterization, 
the location of a lesion higher up in the urinary tract 
may be determined. This helps little in the deter- 
mination of the mode of infection, but it demon- 
strates the numerical incidence of infections of the 
bladder and kidney. 

The number of necropsies in cases of pyelitis is 
relatively small, and no satisfactory bacteriological 
study has been made in any of them. Only instances 
in which necropsy is done very soon after death may 
be considered in the bacteriological investigation as 
the bacillus coli rapidly penetrates the organs after 
death. The pathologic report is negative in so many 
cases of pyelitis that every effort should be made to 
obtain all possible bacteriological evidence of the 
site of the lesion. Cultures from the bladder, ureters, 
and kidneys will give an idea of the uppermost point 
of involvement of the urinary tract. By this means, 
a comparative localization may be made which it is 
impossible to make during life. 

The only conclusions of value to be drawn from 
postmortem examinations of cases of pyelitis are 
those drawn from instances in which examination 
was made very shortly after death, since it is well 
known that the mucous membrane of the pelvis is 
rapidly macerated by the urine. The pathologic 
findings of Thiemich, abscesses of the renal cortex 
unassociated with lesions of the bladder or pelvis, 
are probably due to the coccus group of organisms, 
and not to bacillus coli. In spite of the large amount 
of infectious material that must have passed through 
the pelvis, no involvement of the pelvic mucous mem- 
brane was found. 

In cases of renal involvement definitely secondary 
to lesions of the lower urinary tract there is usually 
such marked destruction of tissue that the histologic 
picture is of practically no value as an indication of 
the mode of infection. In the majority of such cases 
there is some condition damming the flow of the 
urine. 

It has been shown that renal infection by the 
hwmatogenous route results in cortical lesions, while 
an inflammatory condition in the pelvis tends to 
localize in the papilla. At the present time this is the 
only feature which makes possible a histologic dif- 
ferentiation between hematogenous and ascending 
pvelitis. 
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Regarding the direct passage of organisms from 
the intestinal canal to the kidney by way of the 
lymphatics the author states that not sufficient 
evidence has been brought forward to warrant a dis- 
cussion at this time. In view of the manner in which 
the lymphatic system develops, there is a possibility 
that in some cases a direct connection persists. 

G. H. Jackson, Jr., M.D. 


Kretschmer, H. L.: The Treatment of Pyelitis. 
Surg., Gynec. & Obst., 1921, xxxili, 632. 

This article is based on a study of 200 cases of 
pyelitis or pyelonephritis. Lesions of a surgical 
nature were excluded. These cases may be divided 
into the following clinical groups: (1) the pyelitis of 
infancy and childhood; (2) the pyelitis of pregnancy; 
(3) the pyelitis of matrimony; (4) pyelitis following 
surgical operations; and (5) simple pyelitis. It is 
believed that in the pyelitis of matrimony, or “de- 
floration pyelitis,” the colon bacilli gain entrance 
through the tears in the hymen. 

A careful search was made in every case for the 
presence of lesions of other organs which might have 
been factors predisposing to the occurrence of kid- 
ney infections, relapses, or failure of treatment. 
Thirty per cent of the patients had constipation and 
a small number had hemorrhoids, fissures, fistule, 
etc. Frequently the clearing up of infections of the 
prostate and seminal vesicles was associated with 
the cure of the pyelitis. 

Renal infections may occur at any age but are 
most common in adults, 25.5 per cent occurring be- 
tween the thirty-first and fortieth years of age. The 
author believes it not improbable that many cases 
of cystitis in infancy and childhood are in reality 
cases of pyelitis. Of the patients whose cases are 
reviewed, 39 per cent were males and 61 per cent 
were females. The bacteriological examination 
showed colon bacilli in 132 cases, staphylococci in 
twenty-eight, streptococci in one, colon bacilli and 
staphylococci in ten, and staphylococci and strepto- 
cocci in one. The findings in twenty-seven are not 
given. Both kidneys were infected in ninety-nine 
cases, the right kidney alone in thirty-two, and the 
left kidney alone in seventeen. In twenty-one cases 
the bladder and both kidneys showed pus. 

Of the 177 cases in which more or less accurate 
cystoscopic data were obtained, 128 showed patho- 
logic changes; 75 per cent showed bladder changes 
which varied in intensity from a slight amount of 
hyperemia around the internal urethral orifice to a 
generalized cystitis. Pyelography was not carried 
out as a routine procedure, but when pyelograms 
were made they showed the usual picture of infection. 

Bladder distress was by far the most common com- 
plaint. There was frequency in 66.5 per cent of the 
cases; burning in 37.5 per cent; painful urination in 
30.5 per cent; turbidity of urine in 32.5 per cent; 
blood in the urine, usually of moderate degree, in 24 
per cent; urgency in 8 per cent; incontinence in 5 per 
cent; difficulty in 9.5 per cent; chills in 23 per cent; 
and a definite history of fever in 37.5 per cent. The 
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patients with pyelitis of pregnancy appeared to be 
more acutely ill than the others. 

While the diagnosis of infection of the renal pelvis 
is not very difficult, being based on the examination 
of divided specimens of urine, colon bacillus pyelitis 
has often been mistaken for a number of diseases. 
Stricture of the ureter, large hydronephrosis, and 
renal tumor can be differentiated by the pyelogram. 
Diligent search for the tubercle bacillus in associa- 
tion with the colon bacillus must be made. Repeated 
guinea pig inoculations often prevent an incorrect 
diagnosis. 

In 44.5 per cent of the cases there was a history of 
some sort of surgical operation. Such patients fall 
into the following four groups: 

Group t. Those who were operated on because 
of urinary symptoms, but were not relieved by the 
operation, the inference being that they were oper- 
ated on with insufficient study of the case. 

Group 2. Those who exhibited urinary symptoms 
for the first time after some surgical procedure. In 
the presence of insufficient data it is within the 
bounds of probability that the so-called pyelitis 
(postoperative) may have been an exacerbation of a 
latent pyelitis. Some of the cases in this series, 
however, were cases of genuine postoperative pyelitis. 

Group 3. Patients who had been operated upon 
many years before they came under observation. 

Group 4. Patients who had had kidney operations; 
in four there had been a nephrectomy with resulting 
pyelitis in the remaining kidney in each case. 

In cases of acute colon bacillus pyelitis instru- 
mental or local treatment was not resorted to, the 
one exception to this rule being the pyelitis or pye- 
lonephrosis of pregnancy. The treatment of chronic 
pyelitis may be considered under the following 
heads: vaccine therapy, medical treatment, and pel- 
vic lavage. Early in this work vaccines were used 
in conjunction with other forms of treatment, but as 
it soon became evident that they were not of great 
value they were discontinued. Since then the author 
finds that the results have been as satisfactory as 
before. Internal treatment consisted of the use of 
alkalies, acids, and urotropine. The routine man- 
agement was instituted with the administration of 
one teaspoonful of sodium bicarbonate in water three 
times a day, enough to render the urine distinctly 
alkaline. Patients unable to take the sodium bicar- 
bonate were given citrate of potash or citrate of 
soda. When the urine had become alkaline, 10 gr. 
of urotropine were given three times a day and 10 
gr. of acid sodium phosphate four times a day until 
the urine became distinctly acid. In the acute cases 
of pyelitis the internal treatment had a certain value, 
but as some of the patients with this type of infection 
get well without medication the value of these drugs 
remains questionable. 

In the author’s opinion pelvic lavage is the most 
efficient method of treatment. At times, even after 
a single ureteral catheterization for diagnostic pur- 
poses, the pyuria and infection clear up. Various 
drugs have been used for pelvic lavage; Koll has ob- 











tained gratifying results with aluminum acetate. 
Mercurochrome has been suggested and the or- 
ganic silver preparations are in wide favor. In the 
series of cases reported silver nitrate alone was used. 
The amount of solution employed depended on the 
individual case, but the average amount was from 
8 to 10 c. cm. of a 0.5 to 2 per cent solution. The 
lavage was usually done twice a week or at five- 
day intervals until the urine was sterile on three 
successive tests. 

As it is a well-recognized fact that conditions of 
the gastro-intestinal tract such as chronic constipa- 
tion, colitis, etc., produce lesions of the urinary 
tract, routine examination of the rectum for hemor- 
rhoids, fissures, etc., of the prostate and seminal 
vesicles in the male, and of the female genitalia fol- 
lowed by appropriate remedial measures of patholog- 
ic conditions found was of material benefit in clear- 
ing up the renal infection. 

The author’s summary is as follows: 

1. Pelvic lavage with silver nitrate is an efficient 
and simple method of treating infections of the renal 
pelvis. 

2. In the series of cases reported, 66.4 per cent of 
the patients treated were finally discharged with 
urine sterile and free from pus. 

3. In selecting cases for treatment, lesions of the 
urinary tract which are of a surgical nature must be 
excluded. 

4. Lesions of the abdominal viscera which may 
be factors in contributing to relapses or rendering 
this treatment inefficient must be recognized and 
subjected to appropriate treatment. 

5. Special stress must be laid upon proper atten- 
tion to lesions of the gastro-intestinal tract. 

6. Lesions of the male and female genital tract 
must receive proper treatment. 

7. Careful routine examinations of the urine in all 
cases of obscure abdominal pain should be made 
before the patient is subjected to surgical operation. 

C. D. Hotmes, M.D. 


Rehn, E.: The Causes of Secondary Hemorrhage 
Following Nephrotomy and Its Prevention 
(Ueber die Ursachen der Spaetblutungen nach 
Nephrotomie und deren Verhuetung). Berl. klin. 
Wchnschr., 1921, lviii, 1217. 

The fact that severe and even fatal secondary 
hemorrhages occur occasionally after nephrotomy 
induced Rehn to investigate their causes by ex- 
periments on animals. He found that the bleeding is 
due to congestion caused by displacement of the 
kidney resulting from insufficient operative fixation, 
too early activity after the operation, or excessive 
pressure exerted on the large veins by the over- 
filled pelvis of the kidney whose emptying through 
the ureter has been hindered by coagulated blood. 
In such cases the sutures in the kidney burst. 

To prevent this accident the kidney must be well 
fixed and the renal pelvis drained into the bladder 
as well as externally. Accurate suturing of the 
parenchyma is also essential. Since Rehn has paid 
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particular attention to these points no further 
hemorrhages have occurred in his cases. 
VON TAPPEINER (Z). 


Culver, H.: Papilloma of the Ureter. J. Urol., 
1921, Vi, 331. 

Culver reports a case in which a neoplasm was 
found 4 cm. from the upper end of the ureter and 
another small sessile growth about 1 cm. from the 
first growth. The histologic diagnosis was papilloma. 

The clinical history was that of hematuria and 
colic due to the passage of clots. Nephrectomy gave 
relief from the bleeding for ten days. At the time of 
its recurrence cystoscopic examination showed a 
large clot protruding from the ureteral orifice. The 
ureter was then dissected out. Convalescence was 
uneventful. 

Culver has been able to find only fifteen cases of 
ureteral papillomata reported in the literature. 

IrvIN S. Koti, M.D. 


BLADDER, URETHRA, AND PENIS 


Kretschmer, H. L.: Spinal Cord Bladders Occur- 
ring in Pernicious Anzmia. J. Urol., 1921, vi, 
19Q5- 

The author reports a series of four cases of per- 
nicious anemia which were studied by him from the 
urological point of view. They all presented the 
group of bladder symptoms usually associated with 
spinal cord lesions. Kretschmer therefore empha- 
sizes the fact that, in addition to the usual causes 
for spinal cord bladders, pernicious anemia must be 
borne in mind. 

The subjective bladder symptoms in the early 
stages of pernicious anemia are difficulty in urina- 
tion suggesting urinary obstruction, a feeling of 
incomplete emptying of the bladder, and possibly 
frequency. Later, retention or incontinence devel- 
ops. 
In two of the cases studied the cystoscope showed 
fine trabeculations, and in two others, a severe 
cystitis. In three cases the urine obtained from 
both sides by ureteral catheterization showed in- 
fection. The colon bacillus was present in all three, 
and in two there were other bacteria. 

Henry L. Sanrorp, M.D. 


Hunt, V. C.: Submucous Ulcer of the Bladder and 
kts Surgical Treatment. Minnesota Med., 1921, 
Iv, 703. 

Until recently, ulceration of the bladder was 
referred to as cystitis secondary to infection else- 
where in the urinary tract and the ulcer was not 
subjected to direct surgical attack. 

In 1914 Hunner reported eight cases in which “‘a 
rare type of bladder ulcer” formed a definite 


” 


pathologic basis for the so-called “irritable bladder. 
Sixty-two similar cases have been reported in the 
literature since then and fifty-three of these have 
been confirmed by operation. The term ‘submucous 
ulcer’ is based on the pathology of the lesion. 
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Of thirty-seven cases observed in the Mayo 
Clinic, twenty were confirmed by operation. 

The etiology of submucous ulcer is obscure. The 
incidence is high in females. Eighteen of the author’s 
cases were those of women, but apparently preg- 
nancy, pelvic infections, and pelvic operations were 
not etiological factors. The lesion is probably not 
due to a urine-borne infection, because the ulcer is 
usually located on the dome and lateral walls of the 
bladder and the urinary tract is usually free from 
infection. Hunner suggested the teeth, tonsils, and 
sinuses as foci; the weight of evidence seems to favor 
a blood-borne infection, which would place the lesion 
on the same etiological basis as gastric and duodenal 
ulcers. 

The work of Rosenow on the selective localization 
of bacteria, and the more recent animal experiments 
of Bumpus and Meisser, who demonstrated the 
selective affinity of certain strains of streptococci for 
the urinary tract, have a significant bearing on the 
subject. It seems justifiable to conclude from their 
work that submucous ulcer and other infections of the 
urinary tract may be due to foci harboring strep- 
tococci which have a selective aflinity for the 
urinary tract. These investigations found diplococci 
in the ulcer excised in two cases. 

The ulcer is the result of chronic inflammation 
involving all the coats of the bladder and is usually 
surrounded by a variable amount of oedema which 
may extend into the paravesical tissues. The lesion 
is usually single, but may be multiple. The ulcer 
itself is small (in the author’s cases it varied from 3 
mm. to 2.5 cm. in diameter) but the surrounding 
cedema and inflammatory zone may be very ex- 
tensive. 

The usual complaints are pain, frequency, and 
vesical irritability. The pain may be referred to 
the perineum, rectum, or inguinal region. The ex- 
treme irritability of the bladder is little benefited by 
lavage or local applications. The lesian occurs most 
frequently in the middle decade of life. The average 
age of the patients at the time of examination was 
40.7 vears. The average age at onset was 32. The 
long duration of symptoms and the resistance of the 
lesion to all forms of treatment are characteristic. 

The diagnosis is based on the history, urinalysis, 
and cystoscopic findings. Hunner states that when 
a patient has had years of bladder misery in spite of 
many courses of treatment, the urine is macroscopi- 
cally clear and free from infection, but contains blood 
cells and leucocytes, and the cystoscopic examina- 
tion reveals one or more ulcers, a diagnosis of this 
type of ulcer is justified. The cases observed in the 
Clinic conformed in a general way to this description 

Formerly treatment included bladder lavage, 
suprapubic cystostomy, and fulguration of the 
lesion. Only temporary relief was secured. Many 
patients were subjected to pelvic operations without 
success. Hunner was the first to attack the ulcer 
directly by surgical methods; he advocates wide 
excision, including the area of surrounding oedema. 
The results of surgical treatment show that excision 


of the ulcer is not sufficient for permanent cure as « 
certain percentage of the ulcers may recur. 

In the twenty cases treated in the Clinic }\ 
operation the immediate results of surgical excision 
were excellent, but ultimate cure was not always 
obtained. Seventeen of the twenty operative cascs 
were followed. Five patients reported freedom from 
symptoms from one to three years, and five reported 
improvement from four months to three years after 
the operation. In three cases there was no improv: 
ment. Four patients obtained temporary complet: 
relief, but all the symptoms returned later. In on 
of these cases cystoscopic examination revealed re 
currence of the ulcer after one year. 

Many of the reports in the literature are based 01) 
the immediate results rather than the late results. 
Hunner reports a recurrence of the ulcer one and 
one-half years after operation, and Keene reports « 
recurrence of symptoms after seven months. From 
a study of the reported cases it seems that the 
possibility of recurrence cannot be eliminated within 
two years after operation. The large numbers of 
patients who obtain permanent or temporary relief 
justify the surgical excision of this type of ulcer in all 
cases. Hunner’s wide excision of the inflamimator\ 
area and the removal of all foci of infection about the 
teeth, tonsils, and sinuses should increase the 
percentage of cures and decrease the number of 
recurrences. V. G. BuRDEN, M.D. 


GENITAL ORGANS 


Isnardi, L.: Operative Treatment of Varicoccie 
without Injury to the Spermatic Cord or 
Scrotum (Zur operativen Behandlung der Varico- 
cele, ohne weder den Samenstrang noch das Scrotum 
zu verletzen). Zentraibl. f. Chir., 1921, xiviii, 1382. 

The observation that varicocele associated with 
inguinal hernia disappears after the Bassius opera 
tion suggested to Isnardi the following procedure: 

The skin incision and the incision of the aponeu- 
rosis and external oblique are’ made as in Bassius’ 
operation, except that they are almost vertical. The 
spermatic cord is then raised and placed in th« 
uppermost angle of the incision, the aponeurosi- 
being sutured under it so as to bend it. 

The results were good. SCHULZE (Z). 


Fischer, H.: Hzmostasis in Suprapubic Pros- 
tatectomy by the Method of the ‘‘Lost Tam- 
pon.”’ Ann. Surg., 1921, lxxiv, 768. 

In the order of their frequency, the complications 
apt to mar the results of suprapubic prostatectomy 
are hemorrhage, shock, uremia, and sepsis. That 
the problem of hemostasis has not been adequately 
solved is shown by the fact that so many different 
methods have been advocated to deal with this 
complication. Anatomically, the bleeding bed of the 
prostate will be more or less filled with urine so that 
any packing for hemostasis easily becomes wet and 
loosened and therefore ineffective. The dangerou- 
bleeding comes, not from the mucosal vessels of the 
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urethra or the bladder, which can be caught and 
controlled fairly easily, but from the bed of the 
prostate itself. As the true capsule is only fairly 
resistent, it is easy to see that in difficult enuclea- 
tions it may be torn through and more or less severe 
hemorrhages may result from injuries to the plexus 
of Santorini and the vesical plexus. 

Three different methods of controlling these 
hemorrhages have been suggested: (1) packing of 
the prostatic bed with a gauze tampon; (2) con- 
tinuous irrigation with hot saline or mildly anti- 
septic solutions; (3) the use of mechanical con- 
trivances such as the Hagner or Soresi bag. Plain 
gauze tampons have been tried on account of their 
simplicity and availability. Squier packs the cavity 
with a strip of gauze which he leads out of the blad- 
der through the drainage tube. Beer attaches a 
silk string to the packing and carries this out through 
the drain. Freeman employs a strip of iodoform 
gauze or gauze soaked in some styptic material. The 
pack is held in place by a pair of blunt forceps. The 
handles of the forceps are carried out through the 
incision and pressure is made on them with the dress- 
ings and the bandage. This method is open to the 
objection that the patient is wet and the packing 
causes a certain amount of pain. Continuous 
irrigation with hot saline or mildly antiseptic solu- 
tions has been tried without invariable success. 
Hagner used a rubber bag in the bed of the prostate 
which he kept distended with air. Soresi uses the 
same bag distended with mercury. The objection to 
these mechanical contrivances is that they easily 
get out of order, are cumbersome, and are not 
always at hand. After all, the best means of con- 
trolling hemorrhage is the simplest and one which 
does not require special instruments, viz., packing 
with gauze. In order to overcome the tendency of 
the pack to become wet with urine and therefore 
to become loose, pressure was tried. Deaver and 
Kammerer were the first to employ sutures of the 
intravesical wound edges over the tampon. 

In Fischer’s method the edges of the wound are 
caught up with a few Allis forceps. A strip of iodo 


form gauze is tightly packed into the cavity until it 
is filled, and the projecting portion of the packing is 
then cut off. If the hemorrhage is controlled, this 
tampon is removed and used as a pattern for the 
size of the final tampon which is secured by a stout 
silk ligature around the center. After the insertion 
of this tampon into the bed of the prostate the 
wound edges are sutured with strong plain catgut 
over the tampon so that the prostatic cavity is 
entirely shut off from the bladder. The prevesical 
space is drained by a small cigarette drain. After 
three or four days the intravesical sutures become 
loose and the tampon can be withdrawn by pulling 
on the silk ligature, the drainage tube being removed 
at the same time. Fischer claims for this method 
that it prevents the tampon from becoming soaked 
loose by the urine, and that it keeps the urine from 
coming in contact with the fresh wound cavity. 
C. D. Hotmes, M.D. 


MISCELLANEOUS 


Lowsley, O. S., Morrissey, J. H., and Ricci, J. V.: 
The Use of Gum-Glucose Solution in Major 
Urological Surgery. J. Uvrol., 1921, vi, 381. 

The authors emphasize the importance of a de- 
crease in the blood pressure as an evidence of devel- 
oping shock. In forty cases they maintained the 
blood pressure by the intravenous use of gum- 
glucose solution. In selected cases it was given dur- 
ing operation, and in others was given afterward. 
It was introduced into the vein not faster than 25 c. 
cm. per five minutes, according to the body weight. 
The noticeable clinical phenomena following its 
administration were the maintenance of the blood 
pressure, increased diuresis, increased thirst, the 
absence of nausea, and increased passage of flatus. 
The solution has no hemolytic or agglutinative 
action. 

There were no deaths among the patients who 
were treated in this manner but one of them experi- 
enced a severe chill. The preparation of the solu 
tion is described in detail. H. G. Hamer, M.D. 
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EYE 


Sinskey, H. L., Levin, M. B., and Sacks, B.: Epi- 
scleritis—A New Method of Approach. Arch. 
Ophth., 1921, i, 526. 

In a case which had been investigated by several 
other physicians previously, the usual possible 
causes having been completely eliminated, the 
effects of eight different diets were tested. Some of 
these diets were given twice and each one was used 
over a period of three days. At the end of each 
interval blood and urine analyses were made, the 
results of which are recorded in a table and are 
apparently of little significance. During the time 
the patient was on a diet of vegetables or fruit the 
local condition in the eye was markedly improved, 
but during the tests with full diets, diets rich in 
certain carbohydrates, and diets rich in fat the con- 
dition remained stationary or became worse. 

The authors give three possible explanations for 
their findings: 

1. That carbohydrates absorbed into the blood 
stream were directly responsible for the symptoms. 

2. That the protein element in the carbohydrate 
foods was responsible. 

3. That the ingestion of the offending carbohy- 
drate foods deranged the intestinal digestion and 
caused the absorption of toxic substances which 
in some way were related to the production of the 
ocular condition. 

They are inclined to favor the third possibility, 
particularly as tests of cutaneous hypersensitivity 
with sixty proteins were without a positive reaction. 

Tuomas D. ALLEN, M.D. 


Colombo, G. L.: Bilateral Changes of the Cornea 
in an Airman. Brit. J. Ophth.. 1921, v, 553- 

During a flight in a mountainous region, an avia- 
tor, 23 years of age, stayed for hours at a temperature 
of 25 degrees C. and lost the glasses of his protecting 
spectacles. The height reached was 4,500 meters. 
The loss of the lens was followed by a strong sensa- 
tion of cold accompanied by brief lachrymation. 
At first he had considerable difficulty in keeping his 
eyes open but later could do so easily. The lachry- 
mation had then ceased and there was a sensation 
of dryness with gradually diminishing acuity of 
vision. Vision became so poor that, on descending 
at the end of the flight, he could not find the starting 
point to which he should have returned as he was 
unable to distinguish any object with the right eye, 
and with the left eye could see only with consider- 
able difficulty. Twenty minutes after his descent 
vision was 20/200 in the right eve and 10/200 in the 
left. The right cornea was diffusely opaque like 
ground glass, especially in the center. The opacity 
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was in the superficial layers of the cornea, the epi- 
thelium of which was slightly swollen at the center 
and loosened. Corneal sensitivity was unaltered. 
Some bulbar and pericorneal injection was noted. 
The findings in the left eye were similar except that 
there was no loosening of the corneal epithelium. 
The skin of the cheeks and nose showed frost-bite 
of the first degree. Four days later both cornee were 
normal and full visual acuity was regained. 

The author reviews similar cases reported. He 
believes that in his own case the necessity of keep- 
ing the eyes open resulted in analgesia from the cold 
such as occurs in the freezing of other parts of the 
body, and that consequently the demand for lachry- 
mal secretion was decreased and the cornea was 
insufficiently moistened. In addition, the air resist- 
ance at the rapid rate of speed probably exerted a 
traumatic effect. Tuomas D. ALLEN, M.D. 


Peter, L. C.: Obscure Forms of Posterior Uveitis; 
Their Relation to Sinus Diseases and Especially 
the Lessons to be Learned Therefrom. Pevii- 
syluania M. J., 1921, Xxv, 151. 

In cases of uveitis a careful study of the sinuses, 
particularly the posterior ethmoids and sphenoids, 
is essential even though they may appear normal 
on inspection. A case is cited in which a diagnosis 
of tuberculous uveitis was made. Tuberculin treat- 
ment was given but was without effect. Two 
rhinologists made a negative report, but examina- 
tion by a third revealed well advanced disease of 
both sphenoid and posterior ethmoid groups with 
apparent occlusion of the ostia. Operation con- 
firmed the diagnosis. 

The author states that sinus disease as a possible 
etiological factor should be borne in mind in the 
treatment of every case of obscure uveitis. When 
a diagnosis of tuberculosis has been made and the 
usual tuberculin treatment has failed, sinus drain- 
age will often assist materially. Peter quotes 
Thomson as follows: “The posterior ethmoids and 
the sphenoids must be well opened and good drain- 
age established. To the rhinologist it seems as if he 
were operating on normal tissues. No pus nor 
exudation is found and no evidence of sinus disease. 
Soon after operation, however, the ocular condition 
shows signs of improvement.” 

Tuomas D. Atten, M.D. 


Hektoen, L.: The Specific Precipitin Reaction of the 
Lens. Am. J. Ophth., 1921, iv, 909. 


Hektoen has done considerable work on the 
specific precipitin reaction of the lens. So far as is 
known, the lens is the only organ in the body which 
has this specific property. The lens of one animal is 
the same as that of another although other organs 
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differ. The lenses of mammals, birds, the amphibia, 
and fish have been studied. A lens antiserum pro- 
duced, let us say, by injecting a rabbit or guinea-pig 
with beef lens, will react in precipitation, anaphy- 
laxis, and complement-fixation tests not only with 
beef lens but also with the lens of other mammals, 
of birds, and of the amphibia. With fish lens, how- 
ever, the reaction is very faint. The specificity of 
the reaction is determined, not by species, as in 
other immune reactions (blood, serum, bacteria), 
but by the organ from which the antigen is derived. 
Tuomas D. AtLen, M.D. 


Gifford, H.: Late Traumatic Detachment of the 
Retina. Am. J. Ophth., 1921, iv, 803. 


Gifford complains that practically all authors of 
ophthalmic textbooks have failed to appreciate 
properly the relationship between an injury and 
subsequent detachment of the retina. He reviews 
a number of cases. In the first, detachment occurred 
four years after an injury from a sling shot. In 
another case, eleven years previous to his examina- 
tion one eye had been injured by a blow with a 
piece of rubber hose; at the time Gifford examined 
him the patient was uncertain which eye had been 
hurt but in Gifford’s opinion it is not unreasonable 
to regard this as a case of late traumatic detachment. 

On the basis of his experience with a number of 
such cases Gifford concludes that it is best to apply 
prophylactic measures at the time of the injury. 
He keeps the patient in bed or sitting at ease with 
both eyes slightly bandaged for at least one week, 
and causes sweating by the administration of sali- 
cylate or pilocarpin. He warns the patient of the 
possibility of detachment of the retina and advises 
him to avoid occupations or games involving much 
chance of bumps or jolts. With regard to disability 
insurance, etc., he advises the patient not to settle 
for damages or compensation except on a contingent 
basis with full recognition in writing of the possibility 
of future loss of sight from late detachment. 

Tuomas D. ALLEN, M.D. 


Holth, S.: A New Technique in Punch Forceps 
Sclerectomy for Chronic Glaucoma: Tangen- 
tial and Extralimbal. Iridencleisis Operations 
Epitomized 1915-1919. Brit.J.Ophth., 1921, Vv, 544. 


The author aims to produce a_ subconjunctival 
tunnel into the anterior chamber which will stay 
open and drain. The indication is chronic glaucoma, 
with or without repeated acute phenomena but with- 
out marked iridocyclitis. The technique described 
is well illustrated. 

An incision is made through the conjunctiva and 
subconjunctival tissues 1o mm. from, and concentric 
to, the limbus, under the upper lid and slightly on 
the temporal side of the vertical meridian. The con- 
junctival incision does not approach the limbus at 
any point closer than 5 or 6 mm. The conjunctiva 
is undermined toward the limbus and a keratome is 
inserted into the anterior chamber 2 mm. from the 
corneoscleral juncture. With a strong light from 
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below, Holth watches the point of the keratome as 
it enters the anterior chamber. A 4-mm. incision is 
made and the keratome withdrawn obliquely so as 
not to injure the capsule of the lens. Usually the iris 
follows into the wound and he cuts the pupillary 
sphincter. He tries to leave in the wound a small 
portion of each pillar of the iris. Cutting the pupil- 
lary sphincter tends to keep the pupil from being 
drawn upward. 

In a modification of this operation Holth intro- 
duces a punch forceps into the anterior chamber at 
the nasal side of the keratome incision and punches 
out a portion of the sclera, 3 by 1 mm., tangential 
to the limbus and 1 mm. from it. Then, instead of 
drawing out the iris and cutting the pupillary 
sphincter, he does an iridotomy at the extreme 
periphery. 

He claims that in both of these operations late 
infections are practically done away with as the 
wound is covered by more conjunctival tissue than 
following trephination; none of the cornea and only 
a portion of sclera, including Descemet’s membrane, 
the canal of Schlemm, and some of the insertion of 
the ciliary muscle is removed; and the ciliary body 
itself is not exposed. A shallow anterior chamber 
does not constitute a contra-indication. 

Tuomas D. ALLEN, M.D. 


Gifford, H.: Peripheral Iridotomy (Curran) in the 
Treatment of Glaucoma. Am. J.Ophth., 1921, iv, 
889. 

This article sums up the conclusions reached by 
Gifford on the basis of thirty operations and 
describes the technique. The latter is as follows: 

A Knapp knife needle is passed into the anterior 
chamber at the limbus with the cutting edge toward 
the limbus; the point engages the iris near the 
periphery with one whipping stitch and the bridge 
of the iris is cut by passing the knife toward the 
spaces of Fontana. 

In almost every case the tension has been reduced 
but the time since the operation has been insufficient 
to warrant conclusions as to the permanent results. 
It is assumed that in glaucoma the flow of aqueous 
at the pupillary border of the iris is obstructed. 
One case in which the ordinary iridectomy had been 
performed without success was relieved by an 
iridotomy. The author suggests that this method be 
tried in all cases of glaucoma, particularly when there 
is a strong tendency to ocular hemorrhage. In many 
cases atropine is used freely after this operation. 

Tuomas D. ALLEN, M.D. 
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Lasagna, F.: Alterations of Orientation in Laby- 
rinth Lesions and of the Central Nervous 
System. Laryngoscope, 1921, xxxi, 922. 

Lasagna accepts as axiomatic the propositions of 
De Cyon that stimulation of the semicircular canals 
results in the sensory experience of change in direc- 
tion and that this sensory experience is of primordeal 
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origin. He further quotes De Cyon to the effect that 
the inability of the rotated subject to determine 
the direction of rotation accurately in the dark is 
due to the change of the planes of the canals. More- 
over, the frequency of errors in direction seems to be 
altogether independent of the nature of the stimulus. 

The three semicircular canals correspond to the 
three fundamental directions, namely, horizontal, 
vertical, and anteroposterior. The exact orienta 
tion and the execution of change in direction by the 
organism is accomplished under the control of the 
canals. 

Von Stein's method of examination of static 
orientation consists of: (1) standing on the toes of 
both feet, (2) standing on the ball of one foot, 
(3) the use of the Goniometer, and (4) orientation of 
the head and body with a stick in regard to the 
vertical or the horizontal plane. His examination 
of dynamic orientation consists of walking, jumping, 
turning, etc. According to Lasagna, the static tests 
show that a patient with a lesion of the labyrinth 
falls or sways, and the dynamic tests show that he 
inclines toward the diseased side. 

Marie and Behague have shown that a deep 
lesion of the frontal lobe of the brain may result in 
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profound disorientation. This is manifested by the 
inability to turn to the right or left, to walk toward 
a fixed object and reach it, and to find the way about 
a room. The caloric test of the labyrinth elicited 
normal responses. There was no tendency to fall 
with the eyes shut. Marie’s explanation of this 
observation is that the lesion involves the associated 
fibers that start from this lobe and go to the 
Rolandic, occipital, and temporal zones, “forming 
the angulus and the unciformis.’’ Lasagna cites a 
case of his own, that of a wounded soldier with an 
injury involving the right frontal lobe. Lying in bed 
at the end of the ward, the patient could not make 
out whether the wall was on the right or left side, and 
in walking from the treatment room he turned to 
the right instead of to the left. In trying to get to a 
fixed point he often turned around and failed to 
reach it. The labyrinth tests revealed a normal 
labyrinth. 

In conclusion Lasagna points out that while the 
semicircular canals have to do with static and 
dynamic orientation, the sense of proper orienta 
tion in space requires the functioning of the frontal 
lobés of the brain or of some definite portion of those 
lobes. FRANK J. Novak, Jr.. M.D. 
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Heller, I. M.: Peritonsillar Abscess and Its Radical 
Treatment. JN. York M. J., 1921, cxiv. 642. 


Heller advises removal of the tonsils during the 
attack. A certain armamentarium is necessary. 
The mouth-gag must be well fitting and have an 
attached tongue depressor and an anesthetizing 
tube along its dorsal surface. Such a gag not only: 
holds the jaws well apart, but controls the tongue 
and allows the administration of a steady flow of 
vaporized ether without interruption. Other essen- 
tials are a combined electric suction and etherizing 
pump with a tube attached to the dorsal tube of the 
tongue depressor and an electric head mirror. No 
operation should be attempted without these imple- 
ments in good working order. The remaining instru- 
ments are those ordinarily used in the dissection 
operation. 

The affected side is attacked first. A small incision 
is made in the plica triangularis as low as possible, 
just behind the anterior pillar, with a sharp pointed 
knife. However great the swelling, this small space 
can always be found by pressing the base of the 
tongue downward and forward. In this slit, a dull- 
pointed but sharp-edged knife is inserted and carried 
upward to the dome of the tonsil. The dissection is 
then continued between the tonsil and pillar so that 
on retraction of the latter almost all of the anterior 
surface of the gland is brought into view. So far, 
the pus is not seen because it lies behind the tonsil 
at its upper pole or has gravitated below. 

The dissector is then carried into the superior 
fossa. Here pus will be found. When the pus begins 
to escape it is taken up with the suction tube as it 
exudes. When the exudation has ceased, the tube is 
slipped to the base of the abscess cavity and every 
remaining drop of pus is drawn up. When it is cer- 
tain that the abscess is empty the operation is con- 
tinued as an ordinary tonsillectomy. 

If the condition is of more than three days’ stand- 
ing, the posterior surface will be found already dis- 
sected by the pus. All that then remains to be done 
is the separation of the attachment of the posterior 
pillar and the clipping of the tonsil at its base with a 
snare. 

The fossa is swabbed with a weak alcoholic solu- 
tionofiodine. If desired, the second tonsil may be re- 
moved also as it is rarely found free from infection. 
lhe author states that in operating on his first cases 
he feared to remove the second tonsil but subse- 
quently found that it did not increase the risk and 
therefore now does it as a routine measure unless 
there are special contra-indications. The bleeding 

always less on the inflamed than on the non- 
iffected side because of the greater or less occlusion 
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of the surrounding vessels in the former due to con- 
tinued pressure. 

Recovery is marvelously prompt as far as symp- 
toms of quinsy are concerned. All the acute pains 
radiating to the ears and the choking sensation on 
deglutition disappear. In their place is the sore 
throat of a tonsillectomy. To most patients this is a 
decided relief. The after-treatment and recovery 
are about the same as in cases of uncomplicated 
tonsillectomy. O. M. Rort, M.D. 


MOUTH 


Kazanjian, V. H.: Plastic Surgery of the Lip. 
J. Am. M. Ass., 1921, \xxvii, 19590. 


Before any major plastic operation is attempted, 
sepsis must be controlled and the vascularity of the 
tissues must be increased as much as possible. A 
scar left by sepsis must be excised in order that 
healthy tissues may be approximated. It is often 
best to wait for healing before attempting the main 
operation. 

The underlying supporting structures should 
always be in place before the reconstruction of the 
soft tissues is begun, and all preliminary operations 
should lead up to the main procedure. 

To fill a gap, tissue is usually taken from the 
immediate vicinity. To replace a loss of tissue near 
the median line of the lip the author takes quadri- . 
lateral flaps including the remaining portion of the 
lip from each side of the gap, and such other tissues 
as are needed from the immediate neighborhood. 
Because of the contraction following the operation 
it is better to make the flap too large than too 
narrow. 

In cases of unilateral destruction of the lip the 
flap is taken from the opposite lip. By this method 
adequate tissue can be secured and the two lips are 
made more equal in size. 

In cases of extensive bilateral destruction the 
author has obtained excellent results by transplant- 
ing flaps from the sides of the opposite lip. This 
method supplies plenty of tissue. Its main disad- 
vantage is the alteration it causes in the contour 
of the face. 

In the correction of deformities at the corners of 
the mouth all scar tissue is excised, the corners of 
the red border are joined together, and the space 
left by the excision is filled in with supporting flaps 
from above or below, or both. 

J. C. Brasweti, M.D. 


Brown, G. VY. I.: The Nasal Relation of Harelip 
Operations. J. Am. M. Ass., 1921, Ixxvii, 1954. 


In the surgical treatment of harelip the natural 
anatomical relations should never be disturbed in 


9 








338 


an effort to close the lip fissure by transposing 
tissues or destroying underlying bone structures. 

Surgical correction must contemplate the re- 
adjustment of the parts to their rightful position 
and the restoration of functional activity in such 
a manner as to give hope for continued movement. 

In performing first operations for harelip care 
must be taken not to make the lip too long as the 
consequent defect has a tendency to increase as 
time goes on and in many cases symmetrical 
shortening of the lip becomes a matter of difficulty. 

In third-degree cases the author uses a metal 
splint to straighten the nasal septum. This is placed 
against the septum on the side opposite the fissure 
and is attached to a silkworm-gut suture carried 
across below the naris and out under the skin sur- 
face on the affected side at a point just below the 
outer angle of the ala where it is secured by a metal 
button placed over adhesive plaster laid on the skin. 
The flattened alar cartilages are rounded up, divided 
parts are held in close contact, and tensionis relieved. 

Care is necessary in forcing the projecting pre- 
maxilla into better alinement at the time of opera- 
tion as the destruction of unerupted teeth means 
more or less permanent injury to the growth of the 
parts. 

In correcting defects from a previous operation 
in cases in which the lip is too long the author has 
obtained good results by excising tissue just above 
the prolabial border so that no perceptible scar will 
be apparent. The incision is made to slant obliquely 
from the skin surface downward toward the mucous 
membrane in order to thicken the lip as where ap- 
proximation is accomplished the prolabium is drawn 
up over the deeper tissues. The natural outward roll 
is restored. 

When the philtrum of the lip is destroyed and there 
is loss of the underlying structures that support the 
lip a vulcanite support attached to a plate fitted to 
the mouth and extending up as far as necessary has 
been used with good results to hold the lip upward 
and outward. J. C. BRaswett, M.D. 


INTERNATIONAL ABSTRACT OF SURGERY 


Moorehead, F. B.: The Correction of Congenital 
Cleft Palate and Harelip: Surgical Principles 
Involved. J. Am. M. Ass.,.1921, Ixxvii, 1951 


Congenital cleft palate should be corrected as 
soon as surgical treatment is permitted by the child’s 
physical condition. As a rule this is from six to ten 
weeks after birth. The first and major problem is 
that of feeding; the pediatrician has much to do 
with the end-results. Feeding may be carried on 
with a spoon or medicine dropper of suitable size. 
The nipple should not be used as sucking causes a 
certain amount of bone separation which produces 
the characteristic low, flat, broad nostril. 

The care of the wound is a minor incident and 
handled most satisfactorily by the open method. 
Apart from the danger of infection, a dry wound 
is always preferable to a moist wound. Tension 
should be relieved by proper and adequate flap 
preparation rather than by postoperative or even 
pre-operative dressings and devices. On the third 
day the removal of sutures should be begun, one or 
two being removed at a time and strategic sutures 
being left for seven or eight days. 

In the operative treatment, the jaw, nose, and lip 
must be considered. The first step is complete 
anatomical restoration. This is accomplished by 
immediate molding. The lip and cheeks are dis- 
sected from the bone sufficiently to permit proper 
shaping of the nose and lip without tension. A 
single wire suture is used to transfix the bones. The 
bones are molded to close the cleft, to restore proper 
relationship between the arches, and to bring the 
nose in the median line of the face. The correction of 
the nasal deformity is solved when the bony arch is 
corrected. In correcting the lip it is necessary to 
consider the proper relation of the skin and mucosa. 

The author states that a low, flat, broad nostril 
after the operation is due to several factors: incom- 
plete reduction of the long segment, depression of 
the short segment, incomplete preparation of the 
soft tissues, the use of a nipple, and sucking of the 
thumb. J. C. Braswett, M.D. 





BIBLIOGRAPHY of CURRENT LITERATURE 


GENERAL SURGERY—SURGICAL TECHNIQUE 


Note.—The bold face figures in brackets at the right of a reference indicate the page of this issue on which an 


abstract of the article referred to may be found. 


Operative Surgery and Technique 


Safeguarding the surgical patient before and after 
operation. J. C. Woop. J. Am. Inst. Homeeop., 1921, 
XIV, 497. 

\ simple method of drainage tube fixation. M. F. 
CampsBett. J. Am. M. Ass., 1921, Ixxvii, 1890. 

‘The anatomo-mechanical bases of drainage of the true 
pelvis. W. W. MosskaALenko. Inaug. Diss., Petrograd, 
1921. [265] 


Anesthesia 


The psychic factor in anesthesia. J. R. EASTMAN. 
Illinois M. J., 1922, xli, 9. 

A new syringe for local anesthesia. 
M. Ass., 1921, Ixxvii, 2055. 

Stovaine anesthesia. J. TAyLor. Glasgow M. J., 1921, 
Nn. s. XIV, 353. 

Further reports on sacral anesthesia. H. L. BARKER. 
J. Med. Ass. Georgia, 1921, x, 833. 


L. Dunn. J. Am. 


SURGERY OF THE 


Head 


The ratio between deaths from traumatic fracture of 
the cranial bones and from alcohol. E. H. Hatton. J. Am. 
M. Ass., 1921, Ixxvii, 2109. 

Fractures of the skull: diagnostic and prognostic features. 
J. W. Stewart. J. Am. M. Ass., 1921, Ixxvii, 2030. 

The neurological manifestations of fracture of the skull 
(craniocerebral injuries). A. O. Wimensky. Surg. Clin. 
N. Am., 1921, i, 1709. 

Decompressive craniectomy by Parlavecchio’s method. 
M. Basttto. Policlin., Roma, 1921, xxviii, sez. chit 5 


Tumor of the right petrous bone. T. ANwyt-DAVIEs. 
Lancet, 1921, cci, 1323. a ey (268) 
The treatment of traumatic epilepsy. C. GAMBERINI. 


Riforma med., 1921, xxxvii, 1170. [269] 

\n interesting case of congenital hydrocephalus internus. 
J. Boxay. Orvosi hetil., 1921, Ixv, 325. 

Old cerebellar wound, abscess; death at second recur- 
rence after two operations. Ducuer. Bull. et mém. 
Soc. de chir. de Par., 1921, xlvii, 1327. 

A case of injury of the frontal lobe of the brain. B. 
Muetrer. Arch. f. Psychiat., 1921, lxiv, 206. 

\n unusual instance of a foreign body penetrating the 
head. J. A. HAGEMANN. J. Am. M. Ass., 1921, Ixxvii, 353) 


Cases of extraction of foreign bodies (projectiles) from 
the brain. I. A. Gorjanizki. Sitzungsb. d. Saratower 
chir. Ges., 1920. [269] 

The treatment of brain injuries. H. A. GAMBLE. In- 
ternat. J. Surg., 1921, xxxiv, 429. [270] 


An accessory instrument for the production of anzsthe- 
sia of the splanchnic nerve. H. Braun. Zentralbl. f. 
Chir., 1921, xlviii, 1544. 

Intravenous ether narcosis. F. Mompurc. 
med. Wchnschr., 1921, xlvii, 1228. 

Intravenous hedonal anesthesia. W. Botonpsy. Mediz. 
J., 1921, i, 413. 

General anesthesia and the atmosphere in the opera- 
tion theater. J. R. Mackenzie and G. H. Corr. Brit. 
M. J., 1921, ii, 938. 

The choice of a general anesthetic in proctologic surgery. 
W. O. Hermance. Am. J. Surg., 1921, xxxv, 385. 


Deutsche 


Surgical Instruments and Apparatus 


A simple instrument for the easier administration of 
intravenous injections. FRIEDLIEB. Muenchen. med. 
Wchnschr., 1921, Ixviii, 1427. 

Spatula-scissors for the peritoneum. E. 
Zentralbl. f. Chir., 1921, xlviii, 1429. 


HOFFMANN. 


HEAD AND NECK 


Aerocele of the brain. W. G. Sprrter. Med. Clin. 
N. Am., 1921, v, 651. 

An enormous occipital encephalocele treated success- 
fully by operation. C. LENoRMANT. Bull. et mém. Soc. 
de chir. de Par., 1921, xlvii, 1299. 

Traumatic intradural hematomata; the uselessness of 
systematic evacuation. P. Lomparp. Bull. et mém. Soc. 
de chir. de Par., 1921, xlvii, 1332. 

A case of atypical cerebral localization. M. Isqurerbo. 
Rev. méd. de Sevilla, 1921, xl, 18. {271} 

A case of bilateral cerebellar abscess with no localizing 
symptoms. E. C. SpAar. Indian M. Gaz., 1921, lvi, 451. 

[271] 

The clinical aspect and pathology of abscesses of the 

brain. Liycx. Deutsche Ztschr. f. Chir., rg21, clxvi, 65. 
[272!) 

A case of perimeningitis purulenta. Hinz. Deutsche 
med. Wchnschr., 1921, xlvii, 1229. 

Lateral sinus infection: diagnosis, treatment, and 
complications. G. L. Tosey, Jr. Boston M. & S. J., 
1921, clxxxv, 688. 

Giant endothelioma of the medulla: suboccipital craniot- 
omy and removal of the arches of the atlas and axis under 
local anesthesia. H. Nevwor. Surg. Clin. N. Am., rg2r, 
i, 1693. {272} 

The treatment of brain tumors. W. FE. Danpy. J. Am. 
M. Ass., 1921, xxvii, 1853. [273] 

Malignant disease of the head and neck. L. M. Mc- 
Kittop. Med. J. Australia, 1921, ii, 456. 

The clinical aspects and results of brain surgery. V. 
Macnus. Norsk Mag. f. Legevidensk., 1921, Ixxxii, 3. 

[273] 


339 





340 


Trigeminal neuralgia. S. L. Am. M. 
Ass., 1921, Ixxvii, 1802. 
The treatment of fracture of the malar bone. .\. Serr 
rerT. Arch. f. Laryngol. u. Rhinol., 1921, xxxiv, 183. 
Facial autoplasty by means of scalp flaps with long 
pedicles from the temporal region. P. Movure. Presse 
méd., Par., 1921, Xxix, 1021. [274] 
Facial paralysis. A. GrBson. & Obst., 
1921, XXXlli, 472. [274| 
The results of two spinofacial anastomoses for facial 
paralysis. M. Trrone. Lyon chirurg., 1921, xviii, 6or. 
Transorbital puncture of the gasserian ganglion. C. M. 
VAN ALLEN. Ann. Surg., 1921, Ixxiv, 525. (275) 
Temporomaxillary ankylosis and its treatment. L. 
ImMBerT. Lyon chirurg., 1921, xviii, 
Operations for cleft palate. E. 
med. Wehnschr., 1921, li, 970. 


SILVERMAN. J. 


Surg., Gynec. 


572. : ri 
MOoNNIER. Schweiz. 


|276} 


Neck 


Cysts of the neck. R. L. Payne. South. M.&S., 


Ixxxiii, 641. 


Ig2I, 


SURGERY OF 


Chest Wall and Breast 


Hypernephroma of the sternum. J. A. 
and W. F. Jacoss. Med. Rec., 1921, c, 979. 

Extirpation of a dermoid cyst of ihe mediastinum. 
H. Lirrentaac. Surg. Clin. N. Am., 1921, i, 15 

Mediastinal emphysema. 
1921, xlviii, 1619. 

The diagnosis and treatment of tuberculous empyema. 
C. A. Hepsiom. J.-Lancet, 1921, n. s. xli, 644. 

Massive hypertrophy of the breast. L. D. Keyser. 
Surg., Gynec. & Obst., 1921, xxxiii, 607. {279} 

Cancer of the breast. J. G. SHerrtti. Kentucky M. J., 
1921, Xix, 761. 

The modern ear for cancer of the breast. R. 
CoomBr. Brit. M. J., 1921, ii, 1106. 


MacLeop. 


531. 
W. JEHN. Zentralbl. f. Chir., 


Trachea and Lungs 


A difficult case of bronchoscopic foreign body extraction 
complicated by pyopneumothorax. H. L. Lynan. N. 

York M. J., 1921, cxiv, 617. 

The removal of bread crumbs from the trachea by 
suction: report of a case. W. B. McWuorter. J. Am. M. 
Ass., 1921, xxvii, 2121. 

The physical findings in emphysema of the lungs and 
mediastinum. R. G. Torrey. Med. Clin. N. Am., 1921, 
v, 845. 

Pulmonary decortication for chronic pleurisy; end-result. 
TAILHEFER. Bull. et mém. Soc. de chir. de Par., 1921, 
xlv, 1103. 

Circumscribed pulmonary suppurations (abscess and 
gangrene). C. RAHNENFUEHRER. Fortschr. a. d. Geb. d. 
Roentgenstrahlen, 1921, xxviii, 97. 

Suppurative bronchiectasis: single-stage lobectomy. 
H. LivrentHat. Surg. Clin. N. Am., 1921, i, 1541. 

Two cases of pulmonary gangrene treated by pneumo- 
thorax and serum—recovery. DENfDRAU, EsTEVE, and 
QUARTIER. Bull. et mém. Soc. méd. d. hép. de Par., 1921, 
xlv, 1534. 

Postoperative pulmonary complications, with three 
illustrative cases. O. H. P. Pepper. Med. Clin. N. Am., 
1921, V, 737- 


INTERNATIONAL ABSTRACT OF SURGERY 


An interesting case of tumors in the neck; discussiv. 
diagnosis. H. K. Monrer. Med. Clin. N. Am.. 
899. 

Some observations on goiter based on a routine stud) 
of eight hundred consecutive thy re patients. 1. G 
Jones. J. Med. Ass. Georgia, 1921, x, 821. 

Observations on the diagnosis poe treatment of toxic 
goiter. L. W. FRANK. Internat. J. Surg., 1921, xxxiv, 426. 

277 


SUDECK 


1921 


Surgical treatment of Basedow’s disease. P. 
Deutsche med. Wchnschr., 1921, xlvii, 
Is there such a condition as metastatic 
BERARD and C, DuNet. Rev. de chir., Par., 


1224. 
goiter’ LL, 
ro21, Xi, <21. 
278| 
The malignant degeneration of benign tumors o/ the 
thyroid gland. J. Speese and H. P. Brown, Jr. \nn. 
Surg., 1921, Ixxiv, 684. 278 
Cancerous goiter with bone metastasis. A. DHALLUIN 
and E. DELANNoy. Bull. et mém. Soc. de chir. de Par., 
1921, xlvii, 1302. 
Simple and relatively safe thyroidectomy. W. 
Hook. Med. Rec., 1921, c, 1072. 


VAN 
279 


THE CHEST 


Practical points in the treatment of pulmonary hemor- 
rhage. H. Scuwattr. N. York M. J., 1921, cxiv, 631 

Chronic left empyema with thoracic fistula: ma 
thoracoplasty and lung mobilization. H. Linienty 
Surg., Clin. N. Am., 1921, i, 1551. 

Primary endothelioma of the pleura: report of a case. 
J. G. Wurtz. Hahneman. Month., 1921, lvi, 764. 


jor 


Heart and Vascular System 


Wound of the heart; late hemopericarditis and hemo 
thorax. CuRTILLET and Wiras. Bull. et mém. Soc. «i 
chir. de Par., 1921, xlvii, 1305. 

Wound of the right auricle; immediate operation by the 
median route. G. Micrntrac. Bull. et mém. Soc. de chir. 
de Par., 1921, xlvii, 1305. 

Tuberculous _ pericarditis; 
Ducvuet. Bull. et mém. Soc. 
TITt. 


pericardotomy; 
de chir. de Par., 


recovery, 
Ig21, Xxlv. 


Pharynx and (sophagus 
J. M. 


Retrograde cesophagoscopy. Jorce. Semana 
méd., 1921, xxviii, 753. 

(Esophageal tumor of thyroid tissue. H. L. 
Brit. M. J., 1921, ii, 987. 

Tuberculous diverticulum of the cesophagus (so-callc« 
traction diverticulum). J. Kracu. Bibliot. f. Laeger, 1 
cxiii, 306. 

Cancer of the lower end of the cesophagus. MM. !! 
Kaun. Surg. Clin. N. Am., 1921, 


Wu 


i, 1725. 


Miscellaneous 


Left cervicomediastinal tumor of probable thyroglos- 
origin; extirpation; recovery. H. Costantini and |! 
DuBoucHER. Bull. et mém. Soc. de chir. de Par., 16 
xlvii, 1135. 

Abdominal manifestations of thoracic 
RresMAN. Med. Clin. N. Am., 1921, v, 605. 

The abdominal symptoms and signs of thoracic disea 
H. Brooks. Med. Rec., 1921, c, 1103. 

Traumatic chylothorax. S. H. Warts. 
1921, Ixxiv, 691. 


diseases. 


Sul 


28" 


Ann. 











iy 


Ki 
26. 








BIBLIOGRAPHY OF CURRENT LITERATURE 


SURGERY OF THE ABDOMEN 


Abdominal Wall and Peritoneum 


raumatic diaphragmatic hernia in a girl 8 years of age. 
M. B. Gorvon and D. L. Goran. Am. J. Dis. Child., 1921, 
xxii, 579. [280] 

\ case of discharge from the umbilicus. F. JoHNson. 
Lancet, 1921, Cci, 1159. 

Preperitoneal fibroma. DELMAN. Bull. et mém. Soc. de 
chir. de Par., 1921, xlvii, 1363. 

\ case of tuberculous peritonitis cured by heliotherapy. 
ArMAND-DELILLE. Bull. et mém. Soc. méd. de hép. de 
Par., 1921, xlv, 1374. 

\ case of retroperitoneal hernia in an infant. B. Jacos- 
ovics. Orvosi hetil., 1921, Ixv, 364. 

A cyst of the mesentery. M. Novt. Policlin., Roma, 
1921, Xxvili, sez. chir., 503. 

Genuine cysts of the mesentery. E. Forster. Beitr. 
z. klin. Chir., 1921, cxxiv, 1106. (281) 

Strangulated hernia of the intestinal wall. M. Sinve- 
LAkova. Casop. lék. Gesk., 1921, lx, 625. 

\ case of strangulated obturator hernia. A. E. SawDay. 
Lancet, 1921, Cci, 1159. 

An operation for inguinal hernia. G. 
M. J., 1921, ii, 1025. 

\ iundamentally new technique for inguinal herniotomy. 
M.Prrzman. Ann. Surg., 1921, lxxiv, 610 [281] 

\arix in Scarpa’s triangle simulating femoral hernia. 
S. ErpMAN. Surg. Clin. N. Am., 1921, i, 1673. 

Hernia reduced en bloc. E. L. Eriason. J. Am. M 
\ss., 1921, Ixxvii, 2040. 


. CHEATLE. Brit. 


Gastro-Intestinal Tract 


rhe treatment of visceroptosis. W. A. DENNIs. J.- 
Lancet, 1921, n. s. xli, 624. 

A method for the topographical diagnosis of ulcerations 
ol the digestive tract. J. Lurs-YAGuE y Espinosa. Arch. 
espa. de enferm. d. apar. digest., 1921, iv, 662. (281) 

The necessity for the early recognition of cancer of the 
gastro-intestinal tract. J. H. BLacksuRN. Kentucky 
M. J., 1921, xix, 772. 

The principles of gastro-recto-enteric surgery. J. -\. 
MacMitran. Am. J. Surg., 1921, XXXV, 394. 

rhe evaluation of histories in surgical diseases of the 
stomach. V. Hemnpi. Casop. lék. éesk., 1921, lx, 562. 

\ pedicled cavernous lymphangioma of the outer 
surlace of the stomach. OBERNDORFER. Beitr. z. path. 
\nat. u. z. allg. Path., 1921, Ixix, 418. {282| 

Hypertrophic pyloric stenosis. A. Moss. Brit. M. J., 
1021, Il, 987. 

\ case of partial pyloric stenosis (hypertrophic); Fin- 
hey’s operation. R. P. RowLanps. Lancet, 1921, cci, 1373 

282! 
rhe treatment of pyloric stenosis. H. ErNBeRG and 
I}. HAamirton. Arch. Pediat., 1921, xxxviii, 771. 

rhe existence of gastric ulcer with tabes dorsalis. 
5. B. Croun. J. Am. M. Ass., 1921, Ixxvii, 2023. 

he treatment of the perforated gastric ulcer with the 
peritoneal cuff according to Neumann. O. SALzMANN. 

\fuenchen. med. Wchnschr., 1921, Ixviii, 1294. 

rhe pathological and physiological basis for the surgical 
catment of chronic gastric ulcer. D. CHEEVER. Boston 
1. &S. J., 1921, clxxxv, 707. [282] 
I-xcision of the gastric route (principles of operation for 
istric ulcer). V. Scumiepen. Zentralbl. f. Chir., 1921, 
Vl, 1534. 


Conservative surgery of the stomach in ulcer, particular- 
ly fold-tamponade. Rota. Zentralbl. f. Chir., 1921, 
xlviii, 1466. 

The persistence of gastric ulcer after gastro-enteros- 
tomy. E. Kier. Ann. Surg., 1921, lxxiv, 740. [283] 

Gastric and duodenal ulcer. E. Lae. J. Oklahoma 
State M. Ass., 1921, xiv, 336. 

Gastric and duodenal ulcer according to the material of 
the surgical clinic of the University of Moscow. E. Mo- 
LopAjA. Mediz. J., 1921, i, 385. {283] 


Perforating gastric and duodenal ulcer. N. WINSLow. 
Ann. Surg., 1921, Ixxiv, 721. 

Four gastric and duodenal perforated ulcers; recovery. 
Prat. Bull. et mém. Soc. de chir. de Par., 1921, xlvii, 1300. 


The pathology of gastric and duodenal ulcer. A. G. 
Gipson. Brit. M. J., 1921, ii, 933. {284 

The surgical treatment of gastric and duodenal ulcers. 
C. Metuutnc. Deutsche Ztschr. f. Chir., 1921, clxvi, 237. 

Seven cases of operation for perforated gastric or duo- 
denal ulcer. C. VIANNAY. Bull. et mém. Soc. de chir. de 
Par., 1921, xlvii, 1382. 

Two gastric and duodenal ulcers treated by resection. 
Aso. Bull. et mém. Soc. de chir. de Par., 1921, xlvii, 1360. 

Gastrojejunal ulcers. FE. R. Lampson. Boston M. & 
S. J., 1921, clxxxv, 712. 

Disconnecting gastro-enterostomy stomata; a clinical 
and experimental study. R. C. Wess. Surg., Gynec. & 
Obst., 1921, xxxiii, 681. [284| 

Are the methods of closure in pyloric exclusion, especially 
those using autoplastic material, preferable to section? 
F. J. Kaiser. Muenchen. med. Wehnschr., 1921, Ixviii, 
1413. [285] 

Early recognition of gastric carcinoma. A. W. WHITE. 
J. Oklahoma State M. Ass., 1921, xiv, 340. 

Cancer of the stomach. J. C. Masson. Canadian M. 
Ass. J., 1921, Xi, 924. 

Cancer of the stomach. C. A. Horer. J. Med. Soc. 
N. Jersey, 1921, xviii, 385. 

An analysis of 182 cases of cancer of the stomach, with 
special reference to the incidence of pre-existing ulcer. 
S. P. Taytor and T. G. Mitter. Am. J. Med. Sc., 1921, 
clxii, 862. 

Gastro-enterostomy with pyloric exclusion by Par- 
lavecchio’s method in gastro-enteric cancer. G. CAm- 
INITI-ViNCI. Policlin., Roma, 1921, xxviii, sez. prat., 1684. 

[285) 

Late results in gastric surgery. A. ScHwyzeR. Schweiz. 
med. Wchnschr., 1921, li, 966. 

Factors determining the efficiency of operations upon 
the stomach. W. W. Bascock. Illinois M. J., rg21, xl, 444. 

[285] 


The surgical reflex stomach. A. ‘IT. MANN. J.-Lancet, 
1921, n. s. Xli, 616. 

Some technical points in abdominal surgery. J. ScHor- 
MAKER. Surg., Gynec. & Obst., 1921, xxxili, 591. [286] 

Biopsy of intestinal tumors and a new specimen forceps. 

.C. Yeomans. Am. J. Surg., 1921, xxxv, 376. 

The so-called simple ulcer of the intestine. I. MAKat. 
Zentralbl. f. Chir., 1921, xlviii, 1583. 

Entero-anastomosis in treatment of ileus. R. INGE 
BRIGTSEN. Norsk., Mag. f. Lagevidensk., 1921, Ixxxii, 81. 

Chronic occlusion of the small intestine by tuberculous 
stricture. Ropineav. Bull. et. mém. Soc. de chir. de Par., 
1921, xlvii, 1134. 


342 


Stenosing tuberculosis of the small intestine. A. SCHUEP- 
PEL. Deutsche Ztschr. f. Chir., 1921, clxvi, 375. 

Intestinal obstruction. L.A. CRowELti. South. M.&S., 
1921, Ixxxiii, 568. 

The frequency of acute intestinal obstruction following 
abdominal operations—stressing the importance of early 
recognition of the condition. F. H. McGrecor. J. Okla- 
homa State M. Ass., 1921, xiv, 333. 

Intestinal occlusion in a laparotomized patient; entero- 
anastomosis by button; new occlusion; extraction of the 
button; recovery. Muicrniac. Bull. et mém. Soc. de chir. 
de Par., 1921, xlvii, 1290. 

A case of intestinal obstruction attended with internal 
hemorrhage. S. L. Sen. Indian M. Gaz., 1921, lvi, 455. 

A surgical curiosity. G. W. T. Fartsu. Canadian M. 
Ass. J., 1921, Xi, 950. [287] 

Duodenal ulcer. T. R. Martin. Minnesota Med., 1921, 
iv, 708. 

The diagnosis and medical management of duodenal 
ulcers. T. G. Mitter. Med. Clin. N. Am., 1921, v, 797. 

A report of cases of ruptured ulcer of the duodenum and 
stomach. J. A. WitttAms and J. W. TANKERSLY. South. 
M. &S., 1921, Ixxxiii, 634. 

Six cases of perforation of duodenal ulcers. R. Tourer. 
Bull. et mém. Soc. de chir. de Par., 1921, xlv, 1092. 

The diagnosis and treatment of perforated — 
ulcer, founded on forty-one consecutive cases. F. 
SMITH. Brit. M. J., 1921, ii, 1068. i287) 

The duodenal ulcers operated upon in the City Hospita! 
of Danzig during the last ten years. A. Scumipt. Deutsche 
Ztschr. f. Chir., 1921, clxvi, 242. 

Duodenal fistule following nephrectomy on the right 
side. E. FELBeR. Wien. med. Wchnschr., 1921, Ixxi, 1673. 

Jejunal diverticula. E. L. Hunt and P. H. Coox. Ann. 
Surg., 1921, xxiv, 746. 

The importance of the pylorus in the origin of the post- 
operative jejunal ulcer. Haperer. Arch. f. klin. Chir., 
1921, CXVii, 50. 

Jejunostomy: its value in the treatment of certain ulcers 
of the stomach and as a palliative measure in inoperable 
carcinoma of the stomach. W. A. Downes. Surg. Clin. N. 
Am., 1921, i, 1619. 

Inflammatory ileocecal tumors. Kk. 
Beitr. z. klin. Chir., 1921, cxxiv, 103. 

The round worm in surgery. E. 
M. Gaz., 1921, lvi, 457. 

Chronic ulcerative colitis. F. 
Ass., 1921, xxvii, 2043. 

Spontaneous closure of intestinal perforation: report of a 
case of double infection with typhoid and parathyphoid 
bacillus. B. M. Ranporpu and O. B. Hunter. J. Am. 
M. Ass., 1921, Ixxvii, 2111. 

Malignancies of the colon and their consideration. 
J. F. ERDMANN and R. F. CARTER. Ohio State M. J., 1921, 
xvii, 858. 

The diagnosis and treatment of cancer of the large bowel. 
C. B. Davis. Illinois M. J., 1921, xl, 441. [288] 

Separation of the recti muscles of the abdomen a causa- 
tive factorin the production of ptosis of the colon and 
sigmoid and fecal stasis. W. H. AxTett. Am. J. Surg., 
1921, XXXV, 4OI. 

Torsion of the cecum, with a review of the literature and 
report of a case. S. A. CHALFANT. Am. J. Obst. & Gynec., 
1921, li, 597. 

A note on the value of cutaneous hyperalgesia in the 
diagnosis of Page ge disease. A. S. BARLING. Med. 
Press, 1921, n. Ss. Cxii, 509. 

Rowendicltia and pseudo-appendicitis of ameebic origin. 
I. SANFILippo. Policlin., Roma, 1921, xxviii, sez. prat., 
1715. 


BACHLECHNER. 
288) 


N. GRAHAM. Indian 


C. Yeomans. J. Am. M. 


INTERNATIONAL ABSTRACT OF SURGERY 


Chronic appendicitis in women and its differentia] 
diagnosis from other abdominal conditions. J. hk. Gr- 
CREEST. Texas State J. M., 1921, xvii, 398. 

High enterostomy for the relief of ileus foe ating 
appendicitis. S. ErpMAN. Surg. Clin. N. 1921, i, 
1663. 289) 

Primary cancer of the ilioceecal appendix and appendici- 
tis; with report of a case operated upon. J. R. Rios. 
Semana méd., 1921, xxviii, 739. 

Appendicular lithiasis: report of a case unique in the 
annals of surgery. H. Packarp. Boston M. &S. J., 
clxxxv, 656. 

Pigmentation of the vermiform appendix. 
ELL. Brit. M. J., 1921, ii, 1111. 

Spontaneous amputations and other rare abnormalities 
of the appendix. J. Ricuter. Deutsche med. Wchnschr., 
1921, xlvii, 1297. 

An inflammatory tumor of the right iliac fossa developed 
at the expense of an appendix with mucous diverticula. 
PLISSON and CARRIVE. Bull. et mém. Soc. de chir. de Par., 
1921, xlv, 1084. 

Diverticulum of the ascending colon. 
Surg., Gynec. & Obst., 1921, xxxiii, 679. 

Recurring volvulus of the descending colon and sigmoid 
flexure with megacolon. A. M. Writs. South. M.&S. J., 
1921, Ixxxiii, 609. 

Perisigmoid and mesosigmoid adhesions. E. Kav: 
MANN. Ztschr. f. Geburtsh. u. Gynaek., 1921, lxxxiii, 619. 

Tuberculoma of the ischiorectal fossa. C. C. MECHLING 
Am. J. Surg., 1921, XXxxv, 371. (290) 

Ischiorectal abscess: its etiology, and a method of treat 
ment to avoid fistula and recurrence. G. S. Duptey. 
Am. J. Surg., 1921, xxxv, 365. (290) 

A classification of rectal fistula: the treatment of each 
variety. J. R. PENNINGTON. Am. J. Surg., 1921, xxxv, 372 

[2' 


290) 
E. M. Cow- 


R. O’CALLAGHAN. 


The preservation of the anal muscles in operations up 
on rectal fistule. G.S.Hanes. Am. J. Surg., 1921, xxx\ 


ia 

Malignancy of the rectum. 
1921, XIX, 775. 

Bleeding from the rectum; its significance and treatment. 
J. F. Sapuir. Am. J. Surg., 1921, xxxv, 379. 

Postoperative comfort in rectal cases. D. C. MCKENNY. 
Am. J. Surg., 1921, XXXxv, 391. 

Rupture of the bowel by compressed air. W. A. HaiLes. 
Med. J. Australia, 1921, ii, 538. 

Persistent cloaca with imperforate anus as a cause 0! 
foetal ascites. J. N. CRUICKSHANK. Brit. M. J., 1921, ii 
930. 

New operative principles for the treatment of vestibula: 
anus. W. RUEBSAMEN. Ztschr. f. Geburtsh. u. cones 
1921, Ixxxiv, 46. {291 

The treatment of anal fistula and of hemorrhoid: 
K. SCHLAEPFER. Med. Klin., 1921, xvii, 1287. 

Injection for piles. A. Hooron. Indian M. Gaz., 19 
Ivi, 458. 

Hypertrophy of the anal papille. D. C. 
Am. J. Surg., 1921, xxxv, 378. 

The relation of pulmonary and anorectal tuberculosi 
to fistula in ano. S. G. Gant. Am. J. Surg., 1921, xxx\ 
368. [292 


B. AsmAn. Kentucky M. J., 


HAwWLe\ 


Liver, Gall-Bladder, Pancreas, and Spleen 


Preoperative preparation of patients with obstructi\: 
jaundice. W. Watters. Surg., Gynec. & Obst., 192! 
xxxili, 651. 293 

Ameebic abscess of the liver. 
Australia, 1921, ii, 510. 


H. R. Dew. Med. J. 

















I wo cases of recurrent liver abscess. N.S. NARASIMHAN. 
Madras M. J., 1921, iv, 13. 

The difficulties in the diagnosis and treatment of hepatic 
abscess. G. J. Lanctey. Brit. M. J.,1921,ii,1073. [293] 

Acute yellow atrophy of the liver complicating acute 
appendicitis. M. BEHREND. N. York M. J., 1921, cxiv, 
700. 

Surgery of the gall-bladder and biliary ducts. E. 5S. 
Jupp. Canadian M. Ass. J., 1921, xi, 920. [294] 

_ symptoms and diagnosis of gall-bladder disease. 

. SmitH. Virginia M. Month., 1921, xlviii, 536. 

"hon of gall-bladder lesions simulating other affections 
of the digestive tract. M. Emynorn. Med. Rec., 1921, c, 
1015 

Some findings in chronic cholecystitis (atypical muscle 
hypertrophy, pseudo-xanthoma formations, and_ the 
deposit of biliary constituents in the deeper tissue layers 
through Luschka’s glands. G. HERXHEIMER. Beitr. z. 
path. Anat. u. z. allg. Path., 1921, Ixix, 143. 

Indications for operation cholecystitis. L. HEWENHAIN. 
Muenchen. med. Wchnschr., 1921, lxviii, 1239. 

Biliary lithiasis of typhoid origin. H. Durour and A. 
Ravina. Bull. et mém. Soc. méd. de hép. de Par., 1921, 
xlv, 1530. 

The formation of biliary cholesterin calculi. Gosser, 
Loewy, and Macrovu. Bull. et mém. Soc. de chir. de Par., 
1921, xlvii, 1391. 

An analysis, clinical and otherwise, of 400 non-surgical 
drainages of the pathologic gall-bladder. G. M. Nites. 
South. M. J., 1921, xiv, 961. 

Biliary colic following attempted gall-bladder drainage. 
C. W. DowbeN and C. D. Enrretp. J. Am. M. Ass., 1921, 
Ixxvii, 1890. 

Chronic icterus due to compression of the common duct in 
a boy of 11; recovery after removal of a hydatid cyst. TrxtER 
and Douay. Bull. et mém. Soc. méd. d. hép. de Par., 
1921, xlv, 1459. 

The value of anastomosis of the gall-bladder with the 
gastro-intestinal canal in closure of the bile passages. 
W. W. ALExaAnprorF. Dissertation, Petrograd, 1921. 





BIBLIOGRAPHY OF CURRENT LITERATURE 343 


Malignant neoplasia in the gall-bladder. J. A. I 
Macown, Jr., and K. ReNsHAw. Ann. Surg., 1921, Ixxiv, 
700. [295 
Radical operation for carcinoma of the common bile 
duct. Ampercer. Arch. f.klin. Chir., 1921, cxvii, ~ 


Covering the stump of the cystic duct with the ligamen- 
tum teres. P.G. PLenz. Zentralbl. f. Chir., 1921, xlviii, 
1585. 

The direct and permanent results of cholecystectomy. 
Hinz. Arch. f. klin. Chir., 1921, cxvii, 106. 

Relapses after operations for gall-stones. E. Lirex. 
Deutsche Ztschr. f. Chir., 1921, clxvi, 106. 

Surgical treatment of acute and chronic pancreatitis. 
F. B. Lunp. Boston M. &S. J., 1921, clxxxv, 771. [296] 

Pancreatic and pancreatico-splenic mobilization. A. 
GUTIERREZ. Semana méd., 1921, xxviii, 704. 

Telangiectatic splenomegaly. D. Symmers. J. Am. M. 
Ass., 1921, lxxvii, 2019. 

Splenectomy for Banti’s disease, followed by recovery. 
Drouin. Bull. et mém. Soc. de chir. de Par., 1921, xlvii, 
1295. 


Miscellaneous 


Some mistakes in abdominal diagnosis. J. Samer. 
Med. Clin. N. Am., 1921, v, 613. 

Subphrenic abscess. F. KovAcs. Wien. klin. Wchnschr., 
1921, XXXiv, 340. 

The symptomatology of subphrenic abscess. G. JAURE. 
Mediz. J., 1921, i, 392. 

Subphrenic abscess. J. N. Hatt. Illinois M. J., 1921, 
xl, 454. 

Acute abdominal conditions in children: an analysis 
of two hundred cases. H. R. Lircurretp and L. H. Dem- 
Bo. Arch. Pediat., 1921, xxxviii, 747. [297] 

Two cases of acute abdominal emergency. G. Owen. 
Med. J. Australia, 1921, ii, 458. 

An interesting case of abdominal tumor. G. V. JANzEs. 
Madras M. J., 1921, iv, 1. 


SURGERY OF THE EXTREMITIES 


Conditions of the Bones, Joints, Muscles, 
Tendons, Etc. 


Diseases of bones. REICHEL. Muenchen. med. Wchn- 
schr., 1921, Ixviii, 1242. 

Domiciliary treatment of bone and joint tubercle. 
W.C. Rivers. Lancet, 1921, cci, 1155. 

Fragilitas ossium. FE. A. VANDER VEER and A. M. 
Dickinson. Ann. Surg., 1921, Ixxiv, 629. [297] 

Osteitis fibrosa. C. F. Parnrer. Boston M. & S. J., 
1921, Clxxxv, 677. 

The geographic distribution of acute purulent osteo- 
myelitis. H. Ticny. Beitr. z. klin. Chir., 1921, cxxiv, 381. 

Central bone abscess. C. A. McWiitraMs. Ann. Surg., 
1921, lxxiv, 568. [297] 

Two cases of localized bone abscess (Brodie’s abscess), 
one case of osteitis fibrosa cystica, and one case of chronic 
traumatic osteomyelitis. F. W. BANcrort. Surg. Clin. N. 
Am., 1921, i, 1773. 

Haemorrhagic osteomyelitis. E. H. ARNOLD. Boston 


M.&S. J., 1921, clxxxv, 717. [298] 
Osteomyelitis of the pelvic bones. E.S. Geist. J. Am. 
M. Ass., 1921, Ixxvii, 1930. [298] 


Costal osteochondritis following exanthematous and 
recurring typhus and its treatment with iodine. N. Dos- 
BROVOLSKAIA. Presse méd., Par., 1921, xxix, 961. [299] 


Loose cartilage. V. PENNELL. Brit. M. J., 1921, ii, 1026. 

Osteosarcoma of the clavicle and retroperitoneal sar- 
coma. W. Martin. Surg. Clin. N. Am., 1921, i, 1789. 

A clinical and anatomopathologic contribution to the 
study of chronic traumatic hygroma. C. F. BIANCHETTI. 
Policlin., Roma, 1921, xxviii, sez. chir., 485. 

The etiology of juxta-articular nodules. F. DE Quer- 
vain. Lyon chirurg., 1921, xviii, 561. 

Alimentary infections in chronic arthritis. N. Murcn. 
Lancet, 1921, cci, 1266. 

A case of suppurative monarticular arthritis in an infant 
due to bacillus paratyphosus. C. A. Lancwiii. Lancet, 
1921, cci, 1158. 

amen igge arthritis; some considerations regarding its 
treatment. C. P. MatHeu. Semana méd., 1921, xxviii, 
750. 

The treatment of gonococcal arthritis with aspirated 
synovial fluid injected intramuscularly. E.G. BALLENGER 
and O. F. Exvper. Surg., Gynec. &. Obst., 1921, xxxiii, 
575. (299) 

Observations on the cast treatment of gonorrhceal 
arthritis. C. W. Cottincs. J. Am. M. Ass., 1921, Ixxvii, 
1789. 

The treatment of acute gonococcic arthritis with formo- 
lated antigonococcus vaccine. Costa. Bull. et mém. Soc, 
de chir. de Par., 1921, xlv, 1081. 





344 


The synovia and joint mice. H. Zrecner. Arch. f. 
klin. Chir., 1921, cxviii, 662. 

Anatomical anomalies of the ribs. C. E. DENNIS. 
J. Australia, 1921, ii, 603. 

Post-typhoid chondritis of the ribs: two cases: typhoid 
bacillus. F. J. Corton. Boston M. & S. J., 1921, clxxxv, 


74 


Med. 


9. 

Necrosis of costal cartilage following relapsing fever. 
L. A. GoLjaNnizki. Sitzungsb. d. Ges. f. theoret. u. prakt. 
Med., Astrahan, 1921. [299] 

Multilocular cyst of the lower extremity of the humerus 
due to osteitis. FE. Sorret. Bull. et mém. Soc. de chir. 
de Par., 1921, xlvii, 1366. 

A case of bilateral absence of the radius. G. R. Girp- 
LESTONE. Proc. Roy. Soc. Med., Lond., 1921, xv, Sect. 
Surg., 3. 

Giant-cell sarcoma of the lower end of the radius. 
I. W. Bancrort. Surg. Clin. N. Am., 1921, i, 1747. 

Bilateral congenital backward dislocation of the lower 
end of the ulna. H. L. Horzperc. J. Am. M. Ass., 1921. 
Ixxvii, 2056. 

A case of congenital radio-ulnar synostosis, after opera- 
tion, in a boy aged 10. P. B. Rotu. Proc. Roy. Soc. Med., 
Lond., 1921, xv, Sect. Surg., 4. 

Operative methods and end-results of disabilities of the 
shoulder and arm. A. STEINDLER. J. Orthop. Surg., 1921, 
n. S. ili, 652. {300} 

The functional prognosis of open and subcutaneous 
injuries of the tendons of the fingers and hand. H. Lier. 
Arch. f. orthop. u. Unfallchir., 1921, xix, 383. 

Depression of the acetabulum. A. LAPOINTE. 
mém. Soc. de chir. de Par., 1921, xlvii, 1315. 

A case of bilateral snapping hip with functional varus. 
H. A. T. FatrrBANk. Proc. Roy. Soc. Med., Lond., 1921, 
xv, Sect. Surg., 2. 

The results of surgical treatment of coxalgia. VIGNARD. 


Bull. et 


Lyon chirurg., 1921, xviii, 698. 
Revival of static gonalgia in old ankyloses of the hip. 
M. G. Aicror. Rev. de chir., Par., 1921, xl, 555. 


Deforming osteo-arthritis of the two coxofemoral 
articulations. GouGET DE Grrac. Bull. et mém. Soc. 
de chir. de Par., 1921, xlvii, 1335. 

A case of Legg-Calvé disease: hypertrophic osteitis of the 
femoral head and neck (deforming infantile osteitis). 
SAVARIAUD. Bull. et mém. Soc. de chir. de Par., 1921, 
xlvii, 1350. 

Hemorrhagic cyst of the upper femur; periosteal sar- 
coma involving the right knee joint. H. W. MEYERDING. 
Surg. Clin. N. Am., 1921, i, 1493. {301} 

Fibrocystic lesion of the upper portion of the shaft of 
the femur. R. W. BoLiinc. Surg. Clin. N. Am., 1921, i, 
1633. 

Defects of the patellar border. T. W. Topp and W. C. 
McCatty. Ann. Surg., 1921, lxxiv, 775. {301} 

Rare traumatic lesions of the patellar tendon. A. 
Scuwartz. Bull. et mém. Soc. de chir. de Par., 1921, 
xlvii, 1186. 

Metatraumatic ossification of the lateral ligaments of 
the knee. P. Maucrarre. Bull. et mém. Soc. de chir. 
de Par., 1921, xlvii, 1405. 

Juxta-tibial osteomata of the patellar ligament. W1Artr 
and Maucrarre. Bull. et mém. Soc. de chir.de Par., 1921, 
xlvii, 1167. 

‘Congenital osteitis fibrosa as a cause of an intra-uterine 
fracture of the tibia and fibula. P. FRANGENHEIM. Arch. 
f. klin. Chir., 1921, cxvii, 22. 

On the traumatology of the sesamoid structures. A. H. 
Bizarro. Ann. Surg., 1921, lxxiv, 783. (301) 

Rarer diseases of the metatarsal joints. EK. Liex. Deut- 
sche Ztschr. f. Chir., 1921, clxvi, 126. 


INTERNATIONAL ABSTRACT OF SURGERY 


Fractures and Dislocations 


Fracture frame. L. G. Barton. J. Am. M. Ass., igor, 
Ixxvii, 2058. 

Some practical experience with injuries, with special 
reference to fractures. C. W. More. Minnesota Med., 
1921, iv, 687. 

The status of the bone graft in the treatment of fractures 
M.S. HENDERSON. J.-Lancet, 1921, n.s. xli, 611. 302 

The treatment of simple compound fractures. W. (;. 
STERN. Ohio State M. J., 1921, xvii, 815. 

Supra-acromial luxation of the external extremity o/ 
the clavicle. R. Lertcne. Lyon chirurg., 1921, xviii, 
072. 

Congenital luxation of the ,shoulder. P. 
Bull. Acad. de méd., Par., 1921, 1xxxvi, 262. 

Old posterior dislocation of the shoulder; closed redu 
tion under anesthesia; redislocation, followed by open 
operation. F. W. BANcrort. Surg. Clin. N. Am., 1921, i, 
1730. 

Some thoughts on fractured long bones; their replac: 
ment and treatment. H. C. MaAsLanp. Pennsylvania 
M. J., 1921, xxv, 161. 

An apparatus for the treatment of fractures of the upper 
extremity by extension. E. Fischer. Gydégydszat, 1921, 
400. 

Dislocation of the head of the humerus complicated by 
fracture of the shaft at the anatomical neck. C.S. Wait: 
Virginia M. Month., 1921, xlviii, 535. 

Operative treatment of fractures of the olecranon 
G. Corre. Lyon chirurg., 1921, xviii, 674. 

Two cases of forearm fracture in children. A. MArrix 
Bull. et mém. Soc. de chir. de Par., 1921, xlvii, 1345. 

What should be the position of the forearm when a splint 
is applied for fracture? K. Proppinc. Zentralbl. i. Chir 
1921, xlviii, 1459. 

An old dislocation of the head of the radius causing 
paresis of the musculospiral nerve (shown after operation 
P. B. Roru. Proc. Roy. Soc. Med., Lond., 1921, x\ 
Sect. Surg., 4. 

Fractures of the lower extremity of the radius. W. || 
HENDERSON. South. M. J., 1921, xiv, 988. 

A simple operative method of reducing obstinate mal 
position in Colles’ fracture and in supracondylar fracture- 
of the humerus. C. E. Corvetre. Med. J. Australia 
1921, ii, 397. 302 

The mechanics of fractures at the wrist. 
MEIER. J. Am. M. Ass., 1921, lxxvii, 2119. 

Scapholunar sprain and subluxation. E. 
chirurg., 1921, xviii, 650. 

Fracture of the acetabulum with slight embedding 0! 
the femur. Mavucrarre. Bull. et mém. Soc. de chir. ci 
Par., 1921, xlvii, 1326. 

Luxation of the hip joint in the new-born and other con 
genital deformities. P. StppeL. Muenchen. med. Welin 
schr., 1921, Ixviii, 1221. 

Spontaneous healing in congenital dislocation of tli 
hip joint. E. Koprts. Ztschr. f. orthop. Chir., 1g21, xi 
385. 

A case of subluxation of the hip joint of doubtful origin 
H. A. T. FarrBank. Proc. Roy. Soc. Med., Lond., 1921, 
xv, Sect. Surg., 2. 

Hip fractures, with report of forty-two cases treated 
with a flexed spica. G. A. Moore. Boston M. & S. J 
1921, cIxxxv, 683. 

Fractured femurs. C. F. 
J. M., 1921, xix, 474. 

The treatment of fracture of the neck of the femur. 
H. P. H. Gattoway. Surg., Gynec. & Obst., 1921, xxxiii 
602. {302 


Coupray. 


H. L. Scour 
{302 
Destor. Lyon 


Earty. California Stat 























|‘ractures of the femoral neck and trochanters: a rational 
treatment. C. E. Ruta. J. Am. M. Ass., 1921, Ixxvii, 
Sit. [303] 

Phe abduction treatment of fracture of the neck of the 
femur considered as the exponent of radical reform. 
Rk. Waitman. J. Am. M. Ass., 1921, Ixxvii, 1808. 

[he most appropriate treatment of fracture of the neck 
of the femur, as measured by the end-results. Roru. 
Zentralbl. f. Chir., 1921, xlviii, 1468. 

linal results of fracture of the neck of the femur without 
treatment or with worse than no treatment. J. RIDLON. 
|. Am. M. Ass., 1921, Ixxvii, 1815. {394 

\ case of pathologic fracture of the femur due to cancer 
metastasis followed by consolidation. E. SANTORO. 
Riforma med., 1921, XXXVii, 119. {304 

Isolated sprain-fracture of the greater trochanter. G. 
NEUGEBAUER. Med. Klin., 1921, xvii, 1358. 

Mechanical treatment of fracture of the shaft of the 
femur. R. K. Burorp. Internat. J. Surg., 1921, xxxiv, 
$32. 

Note on injuries to the semilunar cartilage of the 
knee, with special reference to industrial accidents. J. 
Eaves and P. Campicue. Med. Rec., 1921, c, 1120. 

The bone graft in compound fracture of the tibia and 
fibula, with considerable loss of the shaft of the bone. 
I. Bartey. Internat. J. Surg., 1921, xxxiv, 438. 

Malunited abduction fracture of the ankle joint treated 
by operation. C. P.G. WAKELEY. Arch. Radiol. & Electro- 
therapy, 1921, Xxvi, 2209. 


Surgery of the Bones, Joints, Muscles, 
Tendons, Etc. 
W. Stuart. 


fendon tunnelling forceps. I. Lancet, 


L921, CCl, 1330. 


Osteotomies. G. Perrues. Zentralbl. f. Chir., 1921, 
xlvili, 1614. 
Osteoplasty. T. Giuck. Arch. f. klin. Chir., 1921, 


CXVii, 13. 

Bone grafting and its clinical application. J. J. Kur- 
LANDER. Ohio State M. J., 1921, xvii, 816. 

On the bone graft. M. MAmourtan. Brit. M. J. 1g21, ii, 
034. (305) 

Arthro-endoscopy. EF. Brirener. Zentralbl. f. Chir., 
1021, xlviii, 1460. 

Some principles of arthroplastic operations. W. I. 
BaLpwin. J. Am. M. Ass., 1921, lxxvii, 1860. 

Pathologico-anatomical examination of ankylosed joints 
mobilized by operation. T. Karma. Beitr. z. klin. Chir., 
1921, CXXiV, 423. 

Resection of the shaft of the right humerus for fibrous 
osteitis. W. H. Ocirvie. Proc. Roy. Soc. Med., Lond., 
1921, xv, Sect. Surg., 1. 

The restoration of hand injuries by plastic surgery. 
J. E. Futp. N. York M. J., 1921, cxiv, 692. 

Artificial hands movable at will—Sauerbruch’s arm. 
I}. PLratou. Norsk Mag. f. Legevidensk., 1921, Ixxxii, 

5. 

The treatment of caries of the hip joint and some obser- 

ations upon the use of a traction abduction splint. E. H. 
BRADFORD. Surg., Gynec. & Obst., 1921, xxxiii, 700. [305} 


SURGERY OF THE 


Metastatic infectious vertebral arthritis from foci in 
the tonsil and left antrum of highmore. E. M. Scuwartz. 
N. York M. J., 1921, cxiv, 690. 

Myeloma of the vertebrae. W. G. TurNer. J. Orthop. 
Surg., 1921, n. s. ili 


Ss. Ill, 698. 


BIBLIOGRAPHY OF CURRENT LITERATURE 








345 


Knee joint injuries. J. J. Moorweap. Surg. Clin. N. 
Am., 1921, i, 1597. {305)- 


Incisions in the knee joint. M.S. HENDERSON. Surg. 
Clin. N. Am., 1921, i, 1483. 

The removal of the meniscus from the knee joint. 
A. H. Fretperc. J. Orthop. Surg., 1921, n. s. iii, 697. 

Treatment of vicious ankylosis of the knee consecutive 
to tuberculous tumor in the adult. L. BEraArD. Rev. de 
chir., Par., 1921, xl, 503. [306] 

Posterolateral incision for the removal of loose bodies 
from the posterior compartment of the knee joint. M. S. 
Henperson. Surg., Gynec. & Obst., 1921, xxxiii, 608. 

Cases of infected knee joint treated by incision, drainage, 
and movement. P. WEATHERBE. Lancet, 1921, cci, 1271. 

[307] 

Immobilization treatment of septic knee joints. F. R. 
OsBer. J. Orthop. Surg., 1921, n. s. iii, 689. {307} 

Fibular graft for loss of tibial substance; end-results. 
P. Maucrarre. Bull. et mém. Soc. de chir. de Par., rg21, 
xlvii, 1317. 

A technique for leg amputation. Ann. 
Surg., 1921, Ixxiv, 633. [308] 

The end-result of a Ricard amputation. A. Caucnorx. 
Bull. et mém. Soc. de chir. de Par., 1921, xlvii, 1190. 

Pegging of amputation stumps, their fate and usefulness. 
J. FRAENKEL. Deutsche Ztschr. f. Chir., 1921, clxvi, 301. 

The late results of the use of an ivory peg in the ankle. 
M. Branpes. Arch. f. orthop. u. Unfallchir., 1921, xix, 
4or. 

Tibio-astragalar disarticulation with an anterior strip 
with cineplastic power. G. Prert. Chir. d. organi di 
movimento, 1921, V, 550. 

The removal of the astragalus in old cases of infantile 
paralysis. R. G. Packarp. Colorado Med., 1921, xviii, 
267. 

The treatment of neglected cases of club-foot. W. P. 
Noatt. Brit. M. J., 1921, ii, 1109. (308 | 

Present tendencies in the treatment of congenital club- 
foot. E. W. Fiske. J. Orthop. Surg., 1921, n. s. iii, 668. 

The value of bone-pin arthrodesis in the treatment of 
flat-foot. R. E. SouLte. J. Am. M. Ass., 1921, lxxvii, 1871. 

[308] 

Chopart disarticulation; excellent result. SAVARIAUD. 

Bull. et mém. Soc. de chir. de Par., 1921, xlv, 1113. 


T. G. Orr. 


Orthopedics in General 


Orthopedic surgery. A. H. Tussy. Practitioner, 1921, 
cvii, 397. 

The limits of orthopedic surgery. E.S. Hatcu. South. 
M. J., 1921, xiv, 986. 

The standardization of methods of treatment in ortho 
pedic surgery and in industrial surgery of the extremities 
and spinal column. R. B. Oscoop. J. lowa State M. Soc., 
1921, xi, 462. 

Psychology of the prosthesis. HACKENBROCH. Fortschr. 
d. Med., 1921, xxxix, 713. 

Some factors in bone repair. W. S. Batnsripce. J. 
Roy. Army Med. Corps, Lond., 1921, xxxvii, 401. 

X-ray findings in cases of painful back. A. O’REILLY. 
J. Missouri State M. Ass., 1921, xvili, 440. 


SPINAL COLUMN AND CORD 


The extraction of intraspinal projectiles. MAUCLAIRE. 
Bull. et mém. Soc. de chir. de Par., 1921, xlvii, 1356. 

Laminectomy for extraction of a projectile from the 
cauda equina a year after injury. CLAVELIN. Bull. et mém. 
Soc. de chir. de Par., 1921, xlvii, 1337. 





346 


The operative treatment of scoliosis. H. VON BAEYER. 
Muenchen. med. Wchnschr., 1921, Ixviii, 1325. 

Vicious sacral assimilation of the fifth lumbar vertebra, 
with special regard to its morphology in infancy. M. Lupo. 
Chir. d. organi di movimento, 1921, v, 503. 

Intraspinal injection of air and its diagnostic importance 
in lesions of the spinal cord, especially tumors. S. WIDERGE. 
Norsk Mag. f. Lagevidensk., 1921, Ixxxii, 491. [309] 

The diagnosis and surgical ‘treatment of tumors in front 
of the spinal cord. C. A. Etsperc. Surg., Gynec. & 
Obst., 1921, Xxxiii, 670. [310] 

A large cervical cord tumor with slight sensory mani- 
festations: laminectomy and radical excision of the 


SURGERY OF 


Painful scars. J. F. Corsetrr. Minnesota Med., 
iv, 682. ae 
The treatment of sciatica. W. O. 


Med., 1921, iv, 718. 


[g2I, 


Minnesota 


(311) 


Orr. 


THE 


INTERNATIONAL ABSTRACT OF SURGERY 


tumor: 
tion. 


“cure” not complete two years after the opera 
H. Nevnor. Surg. Clin. N. Am., 1921, i, 1699. 
310| 
A small extramedullary tumor at the first dorsal aie nt: 
vague localizing signs: advanced paraplegia: — 
operation at another level: laminectomy and removal 
the tumor: course uninfluenced by operation. H. Neunor. 
Surg. Clin. N. Am., 1921, i, 1705. [310 
Endothelioma of the conus and the cauda equina 
difficulties in the diagnosis: laminectomy and removal 
of the tumor: rapid improvement with return of thi 
reflexes. H. Neunor. Surg. Clin. N. Am., rg21, i, 1687. 
(311 


NERVOUS SYSTEM 


The treatment of peripheral nerve injuries. F. J. Tres. 
Surg., Gynec. & Obst., 1921, xxxiii, 641. (311 

Lesions of the cerv ical sy! mpathetic. T. B. Turock- 
MORTON. J. Iowa State M. Soc., 1921, xi, 479. 


MISCELLANEOUS 


Clinical Entities—General Physiological 
Conditions 


Mycetoma; report of a case. H. L. 
Gynec. & Obst., 1921, xxxiii, 687. 

Further considerations regarding the thymus gland. 
J. LeBeer. Vlaamsche geneesk. Tijdschr., 1921, xxi, 489. 

Epidermoid cysts. H. H. SHerk. Surg., Gynec. & 
Obst., 1921, XXxiii, 494. {312} 

Preparedness against cancer. J. C. South. 
M. J., 1921, xiv. 990. 

Cancer from the standpoint of the internist. W. F. 
BoccEss. Kentucky M. J., 1921, xix, 808. 

Cancer from the surgeon’s standpoint. c. 
Kentucky M. J., 1921, xix, 811. 

The relation of carcinoma to infection. W. 
son. Brit. M. J., 1921, ii, 920. 

Contribution to the study of epithelial 
Srajano and C. V. Nario. Rev. 
XXIV, 542. 

The Bowen type of epithelioma. L. 
Dermat. & Syph., 1921, iv, 760. 

A report of a case of chorio-epithelioma. D. 
J. Med. Ass. Georgia, 1921, x, 830. 

A case of transplantable rabbit sarcoma. 
Ztschr. f. Krebsforsch., 1921, xviii, 215. 

Shock. A. P. McExroy. Internat. J. Surg., 
434- 
New research on the influence of anaphylactic shock 
in experimental infections. FERNAUD, ARLOING, and 
others. Bull. Acad. de méd., Par., 1921, Ixxxvi, 307. 

Wound shock (traumatic shock) and the conditions 
caused by it after injury. J. Wretinc. Ergebn. d. Chir. u. 
Orthop., 1921, xiv, 617. {312} 

Post-traumatic neuroses: their mechanism. J. Catton. 
California State J. M., 1921, xix, 468. 


D. KirKHAM. Surg., 


BLOODGOOD. 


G. FORSEE. 
I’. RoBert- 


cancer. C. 
med. d. Uruguay, 1921, 


B. Mounr. Arch. 


C. ELKIN. 
A. WALLNER. 


1921, XXxiv, 


Sera, Vaccines, and Ferments 


Vaccinotherapy in osteomyelitis. Gourpar. Bull. et 
mém. Soc. de chir. de Par., 1921, xlvii, 1341. 
The use of bacterial vaccines. FRENCH. 

Med., 1921, xxviii, 831. 
Some notes on the use of bacterial vaccines. 


Am. J. Clin. Med., 1921, xxviii, 834. 


Am. J. Clin. 


WALKER. 


The 


treatment of poliomyelitis with immune horse 
serum. E. C. Rosenow. Minnesota Med., 1921, iv, 
588. (313 


Blood 


Clinical diagnosis by the aid of viscosimetry of the 
blood and the serum, with special reference to the visco 
simeter of W. R. Hess. M. FE. Brrcuer. J. Lab. & Clin. 
Med., 1921, vii, 134. 

Fat embolism in cases of fracture. 
Lekartidningen., 1921, xviii, 525. 

Thrombosis of the inferior vena cava: 
reference to prognosis. R. R. Kerr. 
il, 1112. 

The ligation of veins in thrombophlebitic pyemia. M. 
Martens. Arch. f. klin. Chir., 1921, cxvi, 720. 14 

The standardization of suspensions of red blood cells 
for Wassermann tests. J. W. Biccer. Lancet, 1921, cci, 
13609. 

Blood transfusion. R. T 
1921, XX, 322 

Experiences with 170 direct vein-to-vein blood trans- 
fusions. F., OEHLECKER. Arch. f. klin. Chir., 1921, cxvi, 
705. 

A new method of blood transfusion by utilizing the 
anticoagulant qualities of the arsenobenzenes. C. FLANDIN, 
A. IzaAnck, and Rospertt. Bull. et mém. Soc. méd. d. hdp. 
de Par., 1921, xlv, 1373. 

The deleterious effect of sodium citrate employed in 
blood transfusion. L. J. UNcer. J. Am. M. Ass., 1921, 
Ixxvii, 2107. | 

Cancerous anemia. 
Bull. Acad. de méd., 


G. Hotm. Svenska 


with special! 


Brit. M. J., rg21, 


*, CooKsEY. Wisconsin M. J., 


A. Roprin and A. BourNIGAULr. 
Par., 1921, Ixxxvi, 198. 


Blood and Lymph Vessels 


The causes of failure of peri-arterial sympathectomy. 
R. LericHe. Bull. et mém. Soc. de chir. de Par., 1921, 
xlv, I1I1. 

Peri-arterial sympathectomy. 
internaz. di clin. e terap., 

A new method of treatment for varicose ulcers of the 
leg. H. A. McKnicurt. J. Am. M: Ass., 1921, Ixxvii, 1890. 


V. SIMEONI. 
1921, li, 390. 


Rassegna 


Traumatic aneurism. C. K. P. Henry. Canadian M. 


Ass. J., 1921, xi, 949. 

















Dilatation of the subclavian artery below a cervical rib. 
kk. LericHe. Lyon chirurg., 1921, xviii, 686. 

Dissecting aneurisms of the aorta. P.D.CRoweLt. J. 
\m. M. Ass., 1921, Ixxvii, 2114. 

Dissecting aneurism of the aorta. 
Clin. N. Am., 1921, v, 867. 

A case of voluminous aneurism of the ascending aorta. 
\rch. Rio Grand. de med., 1921, ii, 143. 

Aneurism of an artery of the spinal cord as a cause of 
hematomyelia and sudden death. F. BANG. Hosp.-Tid., 
1921, Ixiv, 241. 

An anomalous porta! vein with its surgical dangers. 
iH. O. Knicur. Ann. Surg., 1921, Ixxiv, 697. 

Blood vessel suture. J. M. Nerr. Surg., 
Obst., 1921, Xxxiii, 657. 

Diffuse angiomata. R. Proust and A. Martin. 
et mém. Soc. de chir. de Par., 1921, xlvii, r191. 

Elephantiasis and the Kondoléon operation. T. M. 
GREEN. South. M. & S., 1921, Ixxxiii, 554. 


T. C. Kerry. Med. 


Gynec. & 


Bull. 


General Bacterial Infections 


Old and new knowledge of immunity. L. HeKroren. 
J. Am. M. Ass., 1921, Ixxvii, 1935. (315 


Surgical Diagnosis, Pathology, and Therapeutics 
Old methods versus new in surgical diagnosis. J. B 
DeaverR. Surg., Gynec. & Obst., 1921, xxxiii, 605. [315] 
The significance of emaciation in physical diagnosis. 
J. T. Moore. J. Med. Ass. Georgia, 1921, x, 836. 

The interpretation of laboratory results. A. H. Straus. 
\irginia M. Month., 1921, xlviii, 513. 

The surgical treatment. of systemic manifestations of 
chronic local infections. R. L. Payne. Virginia M. 
Month., 1921, xlviii, 5or. 

The treatment of cold abscesses. M. JERUSALEM. 
Klin., 1921, xvii, 1321. 

Approved and condemned methods in the treatment 
of burns and scalds. S. R. Mirrer. Internat. J. Surg., 
1921, XXXiv, 423. 

The use of potassium nitrate in osteomyelitis and other 
chronic infections: preliminary report. J. R. PENNINGTON. 


Med. 


Med. Rec., 1921, c, 975. 

The necessity of early diagnosis in cancer. Aub. 
Kentucky M. J., 1921, xix, 806. 

The control of cancer. J. F. HAGertry. J. Med. Soc. 


N. Jersey, 1921, xviii, 382. 

A study of significant chemical changes in the blood 
coincident with malignant tumors. J. A. KILiran and L. 
Kast. Arch. Int. Med., 1921, xxvili, 813. 

Surgical endothermy in accessible malignancy. G. A. 
Wyetu. N. York M. J., 1921, cxiv, 685. 

The tonsil-thyroid syndrome in the female. J. H. 


SARACH. N. York M. J., 1921, cxiv, 648. 

Important clinical features of goiter. J. P. ReEmLry. 
J. Med. Soc. N. Jersey, 1921, xviii, 377. 

Clinical studies in functional disturbances. Study I. 


l'unctional thyroid tests as an aid to differential diagnosis. 
N. G. Russet, J. A. P. Mitiet, and B. D. Bowen. Am. 
J. Med. Sc., 1921, clxii, 790. 

Basal metabolism and its practical significance. 
Wout. Nebraska State M. J., 1921, vi, 383. 

A simple and accurate metabolism spirometer. Spirom- 
eter measurements of oxygen consumption by the re- 
breathing method. C. C. Gururi. Arch. Int. Med., 
1921, xxviii, 841. 

Appendicitis, diverticulitis, and ectopic pregnancy with 
special reference to differential diagnosis. E. H. Hare. 
Minnesota Med., 1921, iv, 714. 


M. D. 


BIBLIOGRAPHY OF CURRENT LITERATURE 





347 


The relationship between duodenal ulcer, appendicitis, 
and cholelithiasis. E. Schuetz. Wien. klin. Wehnschr., 
1921, Xxxiv, 484. 

A note on lumbar puncture as a diagnostic and thera- 
peutic measure. I. Morcan. Med. J. Australia, 1921, 
li, 507. 

The rationale of the Wassermann reaction. 
McDonacu. Lancet, 1921, cci, 1319. 


J. E.R. 


Experimental Surgery and Surgical Anatomy 


Experimental studies on hydrocephalus. J.C. NANAGAs. 


Bull. Johns Hopkins Hosp., 1921, xxxii, 381. [315] 
A technique for making a biliary fistula. F. C. MANN. 
J. Lab. & Clin. Med., 1921, vii, 84. |316] 


Studies on endothelial reactions. The endothelium in 
the healing of aseptic wounds in the omentum of rabbits. 
N.C. Foor. J. Exper. M., 1921, xxxiv, 625. 


Roentgenology and Radium Therapy 


Physiotherapy and radiology. B. B. Grover. Med. 
Herald, 1921, xl, 314. 

Further results obtainable with the movable Bucky 
diaphragm. H. E. Porter. J. Radiol., 1921, ii, 37. 


On the use of perpendicular pins and a “‘levelling com- 


pass” in localization. M. H. Knocu. Arch. Radiol. & 
Electrotherapy, 1921, xxvi, 220. 
X-ray therapy in dermatology. J. R. Attison. J. 


South Carolina M. Ass., 1921, xvii, 310. 

X-ray dermatitis. M. 'L. H. A. Snow. 
c, 981. 

Oral roentgenology. C. A. LEMASTER. 
Orthodont. & Oral Surg., 1921, vii, 670. 

The determination of dental focal infections by means 
of the radiogram. M. J. Huseny. Illinois M. J., 1921, 
xl, 433- 

A clinical and radiographic study of the thymus in 
infants. K. D. BLacKFAN and K. Lirtte. Cincinnati J. M., 
1921, li, 311. 

The treatment of hyperthyroidism by radiation. G. FE. 
PFAHLER. Med. Clin. N. Am., 1921, v, 853. 

Operation or roentgen treatment in Basedow’s disease? 
-” some remarks on the nature of Basedow’s disease. 

. LIEK. Deutsche Ztschr. f. Chir., 1921, clxvi, 230. 

Radiation in the treatment of leukemia. A. SorLaNp. 
J. Radiol., 1921, ii, 25. {316} 

X-ray therapy i in surgical tuberculosis. H. HOLFELDER. 
Cincinnati J. M., 1921, li, 320. 

Our results from roentgen treatment of tuberculous 
cervical lymphomata in Lund from 1g08 to 1918. L. 
Epiinc. Svenska Lakartidningen, 1921, xviii, 445, 461. 

The roentgen diagnosis of tumors, bones, and joints. 
R. Krensoeck. Wien. klin. Wchnschr., 1921, xxxiv, 472. 

The treatment of nevi. R. H. Stevens. J. Radiol., 
1921, ii, 33. 

Deep radiotherapy; detailed description of the new 
methods. C. Heuser. Semana méd., 1921, xxviii, 716. 

X-ray and radium treatment of cancer. W. J. YOUNG. 
Kentucky M. J., 1921, xix, 812. 

The failure of deep roentgenization and the importance 
of biological prophylaxis for marked improv ~~ of the 
operative treatment of malignant tumors. F. Krysser. 
Arch. f. klin. Chir., 1921, cxvii, 97. 

The combined use of the X-ray and radium in the treat 
ment of malignant disease. J. J. CLARKE. J. Med. Ass. 
Georgia, 1921, x, 839. 

A retrospective note oe the treatment of ton- 
sillitis by the X-ray. H. W. Van Aten. J. Radiol., 
1921, ii, 18. [317] 


Med. Rec., 1921, 


Internat. J. 








348 


The radioscopic findings in a case of gastric syphilis. A. 


LEMIERRE, C. GAuTIER, and RAuLot-LapoInte. Gaz. d. 
hép., Par., 1921, xciv, 309. 

The X-ray diagnosis of gastric and duodenal ulcer. 
L. R. Hess. Canadian M. Ass. J., 1921, xi, 914. 

Critical studies of the roentgen semiology of gastric and 
duodenal ulcer. A. EISENSTEIN. Mediz. J., 1921, i, 475. 

Ballooning of the large intestine in roentgen diagnosis; 
examination of the spleen, liver, and gall-bladder. A. 
HENSZELMANN. Orvosi hetil., 1921, Ixv, 149, 160, 170, 178. 

A solution of sodium iodide for use in urological X-ray 
studies. M. Stern and I. S. Ritrer. N. York M. J., 
1921, CXiv, 715. 

Radiography of the profile of the neck of the femur 
according to Ducroquet’s method. DuyjArter. Bull. et 
mém. Soc. de chir. de Par., 1921, xlvii, 1157. 

Preoperative and postoperative radium therapy: 
report of cases, dosage, and methods. B. R. KtRKENDALL. 
Ohio State M. J., 1921, xvii, 837. 

Radium in dermatology. C. J. BRorMAN. Ohio State 
M. J., 1921, xvii, 841. 

The value of radium and X-ray therapy in Hodgkin’s 
disease. H. H. Bowinc. J. Radiol., 1921, ii, 20. [317] 

The treatment of malignant conditions with radium. 
W. J. Younc. Kentucky M. J., 1921, xix, 778. 

Embedding radium throughout different parts of the 
body in malignancy. R. H. Boccs. Am. J. Roentgenol., 
1921, N. s. Vili, 687. 

The treatment of an epithelioma operated upon four 
times by radium and the X-ray; recovery after five months 
of fulguration. T. De Marter. Bull. et mém. Soc. de 
chir. de Par., 1921, xlvii, 1185. 

Radium in the treatment of epithelioma of the lip. 
D. Quick. J. Radiol., 1921, ii, 1. [317] 

Kadium in the treatment of carcinoma of the larynx, 
with a review of the literature. F. O. Lewrts. Ann. Otol., 
Rhinol. & Laryngol., 1921, xxx, 932. 

Radium combined with X-ray treatment of carcinoma 
of the breast. G. E. PFAHLER. Am. J. Roentgenol., 1921, 
n. S. Vili, 661. {318| 

The retrorectal application of radium in rectal cancer. 
P. Descomps. Bull. et mém. Soc. de chir. de Par., 1921, 
xvii, 1288. 


INTERNATIONAL ABSTRACT OF SURGERY 


Industrial Surgery 


Industrial medicine. I. BLAUBAUM. Med. J. Australia, 
1921, li, 481. 

Industrial, state, and group medicine. 
Wisconsin M. J., 1921, xx, 313. 

The value of the trained nurse in the large industria| 
organization. J. D. Kinc. Trained Nurse & Hosp. Re 
1921, Ixvii, 503. 

Industrial hygiene as applied to munition workers. | 
I. OsBorNE. Med. J. Australia, 1921, ii, 473. 

Modern medical service for the industrial injured ani 
sick. E. L. Gircrreest. California State J. M., 19 
xix, 462. 

Industrial disabilities; efficient record making. H. |. 
LANGNECKER. California State J. M., 1921, xix, 477. 


B. R. Suurcy. 


Hospitals, Medical Education and History 


More hospitals and better hospitals. C. M. Rosser. 
Oklahoma M. J., 1921, xiv, 345. 

The maternity hospital as a teaching center. P. 1 
Harper. N. York State J. M., 1921, xxi, 443. 

The pediatrist and the maternity hospital. R. 5 
Haynes. N. York State J. M., 1921, xxi, 446. 

The medical college and the medical profession. I! 
Pace. Cincinnati J. M., 1921, ii, 302. 

The ideals of the surgeon. J.S. Horstey. South. M. J 
1921, Xiv, 983. 

Postgraduate teaching of proctology. C. F. 
Am. J. Surg., 1921, xxxv, 398. 


MartTIN. 


Legal Medicine 


Medicine and the law. N. 
Australia, 1921, ii, 447. 
A childbirth case—error in referring to pus. Schnetzky 
vs. Zanto (Wis.), 182 N. W. R., p. 751. {319 
Sufficient indictment of illegal practitioner. State vs 
Kirkpatrick (W. Va.), 106, S. E. R., p. 887. 
Pregnancy diagnosed as a tumor following ovari 
otomy. Gottschall vs. Geiger (Mo.), 231, S. W. R., p. 87 
{320 


MAcrossan. Med. J 


GYNECOLOGY 


Uterus 


Pelvioradiography after Fabre’s method. J. W. BELL. 
Am. J. Obst. & Gynec., 1921, ii, 616. 

The use of radium in general surgical conditions, with 
special reference to uterine conditions. L. C. Bowers 
and E. R. Arn. Ohio State M. J., 1921, xvii, 834. 

The etiology and treatment of retroversion of the uterus. 
S. MicHaux. South. M. & S., 1921, Ixxxiii, 552. 

Prolapse of the uterus. C. A. Roeper. Nebraska State 
M. J., 1921, vi, 378 

The interstitial transplant of the round ligaments for 
restoration of the retroverted uterus. M. Rocers. J. 
Oklahoma State M. Ass., 1921, xiv, 325. 

The disposition of the uterus following salpingectomy 
where it is desirable to preserve menstruation. C. CULBERT- 
son. Am. J. Obst. & Gynec., 1921, ii, 497. |321) 

Endocervicitis and eversion and the nasal cautery tip. 
R. L. Dickinson. Am. J. Obst. & Gynec., 1921, ii, 600. 

Amenorrhoea and menorrhagia with special reference to 
the action of the ductless glands. A. C. HENDRICK. 
Canadian Pract. & Rev., 1921, xlvi, 393. 


Curettage and the uterine hemorrhage. B. WHITEHOUSE. 
Brit. M. J., 1921, ii, 981. 

Chronic leucorrhoea. A. 
1921, Ixxxili, 550. 

The treatment of myomata and metropathies of the 
uterus in cases of severe anwmia. SENGE. Deutsche 
Ztschr. f. Chir., 1921, elxvi, 231. 

Roentgenotherapy for uterine myomata and hemor 
rhagic metropathies. N. CapizzAno.. Rev. argent. de 
obst. y ginec., 1921. Vv, 351. 

Fibromyoma of the uterus accompanied by hyper 
thyroidism. W. M. THompsox. Am. J. Obst. & Gynec., 
1921, li, 621. 

Malignancy of the uterus. L. FRANK. Kentucky M. J.. 
1921, XIX, 765. 

The importance of early diagnosis for the permanent 
cure of cancer of the uterus. P. Zwetret. Muenchen. 
med. Wchnschr., 1921, lxviii, 1207. 

The treatment of a malignant uterine condition with 
radium. W. BARRow. Kentucky M. J., 1921, xix, 770. 

Carcinoma of the uterus. L.’T. Kiar. Nederl. Maand 
schr. v. Geneesk, 1921, xX, 194. 


Ek. Baker. South. M. & S.. 





BIBLIOGRAPHY OF CURRENT LITERATURE 


rhe present position of the treatment of carcinoma of 
the cervix. W. F. SHaw. Brit. M. J., 1921, ii, rror. [321] 
Cancer of the cervix associated with sarcoma of the 
omentum. M. Donarpson. Proc. Roy. Soc. Med., Lond., 
1g2t, xv, Sect. Obst. & Gynec., 2 
The radical abdominal operation for carcinoma of the 
cervix: results of roo cases. V. Bonney. Brit. M. J., 
1921, li, 1103. 


Adnexal and Peri-Uterine Conditions 


\ lecture on varicocele in the female. W. EF. ForHer- 
citt. Brit. M. J., 1921, ii, 925. 

\ broad ligament cyst simulating a subperitoneal 
myoma of the uterus. W. T. CHENHALL. Med. J. Australia, 
1921, li, 622. 

Some practical points in the differential diagnosis be- 
tween acute salpingitis and acute appendicitis. B. A. 
Hayes. Texas State J. M., 1921, xvii, 399. 

The bacteriology and pathology of fallopian tubes re- 
moved at operation. A. H. Curtis. Surg., Gynec. & 
Obst., 1921, xxxili, 621. [321] 

Three interesting operations for ovarian cyst. F. 
WIESINGER. Gydgydszat, 1921, 436. 

An unusual tumor of the ovary. W. EF. 
Virginia M. Month., 1921, xlviii, 540. 

Our present conception of the so-called tumor of Kru- 
kenberg and its significance for surgery. L. FRANKENTHAL. 
Beitr. z. klin. Chir., t921, cxxiii, 600. 


DARNALL. 


External Genitalia 


The treatment of kraurosis vulve by sympathectomy 
of the hypogastric artery. R. Lericne. Bull. et mém. 
Soc. de chir. de Par., 1921, xlvii, 1150. 

Vulvovaginitis. A. K. Parne. Boston M. &S. J., 
clxxxv, 750. 

Inflammatory discharges from the lower female genital 
tract. T. H. Coerry. N. York M. J., 1921, cxiv, 700. 


1921, 


349 


Ulcerations of the vagina, with a report of one case each 
of the so-called round and varicose ulcer. R. SCHROEDER 
and E. A. Kuaitmann. Arch. f. Gynaek., 1921, cxv, 145. 

{322} 

Vulval and vaginal cancer treated by filtered and un- 
filtered radium emanation. H. Bartey and H. J. Bace. 
Am. J. Obst. & Gynec., 1921, ii, 587. 

Injuries caused by foreign bodies in the 
KoopMann, Med. Klin., 1921, xvii, 1231. 

Vesicovaginal fistula and vaginal calculi due to a foreign 
body seven years in the vagina. MAUCLAIRE and AUMONT. 
Bull. et mém. Soc. de chir. de Par., 1921, xlvii, 1195. 


vagina. H. 


Miscellaneous 


Radium vs. surgery in gynecology. H. B. SWEETSER. 
J.-Lancet, 1921, n. s. xli, 637. 

Presentation of patients treated by the insertion of 
radium tubes at the base of the broad ligaments. R. 
Proust. Bull. et mém. Soc. de chir. de Par., 1921, xlvii, 
1194. 

Diathermy in gynecology. FE. A. 
obst. y ginec., 1921, V, 344. 

Local and spinal anesthesia in eee: 
Rev. argent. de obst. y ginec., 1921, v, 314. 

Lateral partial fd ear hermaphroiditism. 5. Be 
BaLtpwin. Am. J. Obst. & Gynec., 1921, ii, 640. 

The treatment of acute pelvic inflammation in the 
female. E. R. Secorp. Canadian M. Ass. J., 1921, xi, 
gio. 

Cystocele and prolapse. R. 
1921, iv, 696. 

Hydronephrosis as a gynecological problem, with re- 
marks regarding the influence of nephrectomy upon sub- 
sequent pregnancy. . Morse. N. York State J. M., 
1921, XXl, 437. 

Venous thrombosis, pulmonary infarctions, and em- 
bolism as a sequence of gynecological operations. I’. M. 
Sancer. J. Oklahoma State M. Ass., 1921, xiv, 327. 


Fox. Rev. argent. de 


J. IRTBARNE. 


EArt. Minnesota Med., 


OBSTETRICS 


Pregnancy and Its Complications 


The hygiene of pregnancy. G. BAUGHMAN. South. 
M. & S., 1921, Ixxxili, 544. 

Report of a case of interstitial pregnancy. kK. S. Ken- 
varDandR.E. Wats. Am. J. Obst. & Gynec., 1921, ii, 642. 

Recurrent abdominal pregnancy. W. ‘H. Conprr. Am. 
J. Obst. & Gynec., 1921, ii, 645. 

Some considerations concerning abdominal pregnancy. 
W. Warp. N. York State J. M., - xxi, 441. 

Pregnancy in tuberculosis. S. THOMPSON, 
State J. M., 1921, xvii, 387. 

A dermoid cyst complicating pregnancy. M. B. Mc 
\uLay. Pacific Coast J. Homoeop., 1921, xxxii, 392. 

Green exudate on the back of the pregnant uterus. H. 
Briccs. Proc. Roy. Soc. Med., Lond., 1921, xv, Sect. 
Obst. & Gynec., 1. 

A case of prolonged gestation. 
Roy. Soc. Med., Lond., 1921, xv, 

Eclampsia and its incidence. R. H. PARAMORE. 
1921, CCl, 1147. 

The management of abortion, from a study of 530 con- 
secutive cases. O. A. GorDon, Jr. Am. J. Obst. & Gynec., 
(921, li, 521. 324 

Nephrectomy and pregnancy. P. 
f. urol. Chir., 1921, vii, 187. 


Texas 


R. A. Henpry. Proc. 
Sect. Obst. & Gynec., 5. 
Lancet, 


THEODOR. Ztschr. 


The pathology of the placenta. J. D. Kistter. Hahne- 


man. Month., ro2r, lvi, 781. 


Labor and Its Complications 


Report of a case of large meningocele producing dystocia. 
L. Peters. Am. J. Obst. & Gynec., 1921, ii, 636. 

Occipitoposterior presentations. H. D. Farr. Med. Rec., 
1921, Cc, 1118. 

“Twilight sleep” and the general practitioner. ¢ 
Horwitz. Lancet, 1921, cci, 1154. 

Prolapse of the uterus and vagina during labor. F. 
HANNAK. Monatsschr. f. Geburtsh. u. Gynaek., 1921, lv, 


> 


oe: 


S. NEWELL. 


33- 
Abdominal abortion. F. 


m. J. Obst. & 
Gynec., 1921, ii, 606. {324} 
The administration of anesthetics in cesarean section. 
FE. Ganpy. J. Obst. & Gynec. Brit. Emp., 1921, xxviii, 534. 
Methods of performing cesarean section. E. HOLLAND. 
J. Obst. & Gynec. Brit. Emp., 1921, xxviii, 349. [325| 
Cesarean section in Manchester. J. W. Brive. J. 
Obst. & Gynec. Brit. Emp., 1921, xxviii, 463. 

The results of a collective investigation into cwsarean 
sections performed in Great Britain and Ireland from the 
year 1911 to 1920 inclusive. E. HoLtanp. J. Obst. & 
Gynec. Brit. Emp., 1921, xxviii, 358. 



































































































































































































































































































































































Some figures on casarean section. 
Boston M. & S. J., 1922, clxxxvi, 105. 
Indications for cesarean section. J. M. M. Kerr. J. 
Obst. & Gynec. Brit. Emp., 1921, xxviii, 338. [326] 
The indications for cesarean section, with special 
reference to its promiscuous misuse. D. C. Stcworrn. 
Nebraska State M. J., 1921, vi, 375. 

Cesarean section in the treatment of placenta previa. 
B. Wuitenouse. J. Obst. & Gynec. Brit. Emp., 1921, 
Xxviii, 469. 

Cesarean section in a case of prolapsed cord. J. PATON. 
Brit. M. J., 1921, ii, 987. 

The sterilization of infection incurred before cw#sarean 
section is performed. W. B. Bett. J. Obst. & Gynec. 
srit. Emp., 1921, xxviii, 528. 

The lower uterine incision in conservative caesarean 
section. J. M. M. Kerr. J. Obst. & Gynec. Brit. Emp., 
1921, XXViii, 475. 

The limitations of caesarean section. G. BLACKER. J. 
Obst. & Gynec. Brit. Emp., 1921, xxviii, 447. 

Cesarean section in infected cases of obstructed labor. 
J. B. Banister. J. Obst. & Gynec. Brit. Emp., 1921, 
XXVili, 523. 

Method of suture of the uterine wound in cesarean 
section. W. B. Bett. J. Obst. & Gynec. Brit. Emp., 1921, 
XXVili, 530. 


J. M. Brenig. 





Adrenal, Kidney, and Ureter 


Final report on fractures of the spine in relation to 
changes in kidney and bladder function. H. W. PLAGGEMEY 
ER. J. Urol., 1921, vi, 183. 

Notes on various methods of kidney exploration and 
their trustworthiness. R. LeEFur. Med. Press, 1921, n. 
s. Cxii, 528. [329] 

Two cases of extrarenal tumors. A. R. STEVENS. 
Internat. J. Surg., 1921, xxxiv, 443. 

A clinical study of Halle’s hypothesis concerning renal 
tuberculosis. H. G. HAmer and H. O. Mertz. J. Urol., 
1921, Vi, 349. 

A case of an unusual solitary tuberculoma of the kidney. 
E. C. Smitu. J. Urol., 1921, vi, 371. {329} 

The hematuria of hydronephrosis. G. BAGcio. Policlin., 
Roma, 1921, xxvii, sez. chir., 465. 

Remarks on the so-called hypernephroma. J. A. Hep- 
LUND. Svenska Lekartidningen, 1921, xviii, 557. 

A new method of interpretation of the renal function 
test meal. H. SHARtIt and W. G. Lyte. Arch. Int. Med., 
1921, XXviii, 640. 

The urea concentration test for kidney function. F. 
Weiss. Med. Clin. N. Am., 1921, v, 915. 

\ study of the urea concentration test for kidney func- 
tion. I. M. Rasryowrrcu. Arch. Int. Med., 1921, xxviii, 
827. 

The pathology of surgical conditions of the kidney. W. 
K. Marueson. Hahneman. Month., 1921, lvi, 773. 

Decapsulation of the kidneys in Bright’s disease. T. H. 
SANDERSON-WELLS. Brit. M. J., 1921, ii, 940. 

Convention and decapsulation in acute nephritis. J. F. 
Mackenzie. Med. J. Australia, 1921, ii, 535. 

Pyelitis. H. D. Furniss. N. York State J. M., 1922, 
xxii, 14. 


Modes of infection in pyelitis. H. F. HELMHoLz. Am. 


J. Dis. Child., 1921, xxii, 606. [329] 
The treatment of pyelitis. H. L. KretscHMER. Surg., 
Gynec. & Obst., 1921, xxxiii, 632. {330} 


GENITO-URINARY SURGERY 


350 INTERNATIONAL ABSTRACT OF SURGERY 








The suture of the uterine incision in cesarean section. 
R. J. Jounstone. J. Obst. & Gynec. Brit..Emp., 1921, 
XXVili, 533. 

Rupture of the ca#sarean section scar in pregnancy or 
labor. E. Hortanp. J. Obst. & Gynec. Brit. Emp., 1921, 
Xxvili, 488. 


Puerperium and Its Complications 


A case of hematoma of the vulva following labor. J. 
Barris and H. J. McCurricu. Proc. Roy. Soc. Med., 
Lond., 1921, xv, Sect. Obst. & Gynec., 3. 

The treatment of puerperal sepsis. T. Roos. Fortsclir. 
d. Med., 1921, xxxix, 708. [327] 

Postpartum shock. P. Guentor. Bull. Acad. de. méd., 
Par., 1921, Ixxxvi, 210. 


New-Born 


Some of the relations of pediatrics and obstetrics. R. I’. 
KricBAuM. Ohio State M. J., 1921, xvii, 1819. 

Bilateral brachial birth palsy: lower arm type. M. I 
Bass. Arch. Pediat., 1921, xxxviii, 781. 

Transfusion with small amounts of mother’s blood in 
melzna neonatorum. B. H. Swrer. Med. J. Australia, 
1921, ii, 482. 


The causes of secondary hemorrhage following nephro- 
tomy and its prevention. E. REHN. Berl. klin. Wchnschr., 
1921, lviii, 1217. [331) 

Papilloma of the ureter. H. Cutver. J. Urol., 1921, vi, 

[3 


31 

Ureterocele—report of acase. L. L. Micuer. Internat 
J. Surg., 1921, xxxiv, 440. 

Bougie for dilating the lower ureter. T. M. GREEN 
South. M. & S., 1921, Ixxxiii, 643. 


Bladder, Urethra, and Penis 


An unusual foreign body in the urinary bladder. A. 1D 
Parrott. South. M. & S., 1921, lxxxiii, 643. 

Extraction of a hairpin from the bladder under radio 
scopic control. L. H. Petrr. Bull. et mém. Soc. de chir. 
de Par., 1921, xlvii, 1381. ¢ 

Spinal cord bladders occurring in pernicious anemia. 
H. L. KretscHMer. J. Urol., 1921, vi, 195. [331 

Focal infections in relation to submucous ulcer of the 
bladder and to cystitis. J. G. Metsser and H. C. Bumpus, 
Jr. J. Urol., 1921, vi, 285. 

Submucous ulcer of the “bladder and its surgical treat- 
ment. V. C. Hunt. Minnesota Med., 1921, iv, 703. 

[331 

Contracture of the vesical neck in the female. J. R. 
CauLk. J. Urol., 1921, vi, 341. 

Tumors of the bladder. J. N. VANDER VEER. N. York 
State J. M., 1921, xxi, 454. 

Radium treatment of carcinoma of the bladder. B. S. 
BARRINGER. Am. Surg., 1921, Ixxiv, 751. 

A new urethroscope tube for the posterior urethra. | 
C. Dose. Lancet, 1921, cci, 1378. 

Para-urethral gonorrhoea. F. CHAMBERLAIN. Lancet, 
1921, CCi, 1273. 

Non- sonococcal urethritis. R. L. Sprrrec. Practitioner, 
1921, Cvii, 406. 

The treatment of urethritis: general principles and 
results. R. J. Suverton. Med. J. Australia, 1921, ii, 536. 














Plastic surgery of the urethra. H. Riese. Deutsche 


med. Wchnschr., 1921, xlvii, 1131. 


Genital Organs 


Gonorrhoea of the epididymis and tunica vaginalis. A. 
LAVENANT. J. d’urol. méd. et chir., 1921, xii, 233. 

Inversion of the testicle with torsion of the spermatic 
cord. J. BorcuGrEevink. Norsk Mag. f. Legevidensk., 
1921, Ixxxii, 652. 

Operative treatment of varicocele without injury to the 
spermatic cord or scrotum. L. Isnarpr. Zentralbl. f. Chir., 
1921, xlviii, 1382. [332] 

The medical aspects of enlarged prostate. R. HUTCHISON. 
Practitioner, 1921, CVvii, 394. 


BIBLIOGRAPHY OF CURRENT LITERATURE 





351 


The surgical treatment of carcinoma of the prostate 


gland. H. Rusritius. 
17109. 
Hemostasis in suprapubic prostatectomy by the method 


Wien. med. Wchschr., 1921, Ixxi, 


of the “lost tampon”. H. Fiscner. Ann. Surg., 1921, 
Ixxiv, 768. [332]. 
A ‘scroto- 7 sinus. T. S. GREENAWAY. Med. J. 
Australia, 1921, il, 459. 
Miscellaneous 


The prevention of venereal diseases. J. BROADMAN. 
N. York M_ J., 1921, cxiv, 710. 

The use of gum-glucose solution in major urological 
surgery. O. S. Lowstey, J. H. Morrissey, and J. V. 
Riccr. J. Urol., 1921, vi, 381. [333] 


SURGERY OF THE EYE AND EAR 


Eye 
Our specialty and general medicine. W. T. Parton. 
South. M. J., 1921, xiv, 997. 

ye complications of the diseases of childhood. H. C. 
Prapoby. Am. J. Ophth., 1921, iv, 914. 

Hygiene of the eye. W. T. HAsLer. 
1921, XX, 342. 

Nystagmus and its clinical significance. H. 
Laryngoscope, 1921, XXxi, gII. 

Hereditary optic atrophy as a possible menace to the 
community. C. Moret. Med. J. Australia, 1921, ii, 499. 

The management of squint in children. W. K. SEELYE. 
Northwest Med., 1921, xx, 332. 

The mechanism and effect of massage of the eyeball as 
applied in iritic synechie, glaucoma, embolism of the central 
artery, optic nerve atrophy, and retinitis pigmentosa. 
H. V. WuRDEMANN. Northwest Med., 1921, xx, 338. 

An operating hand-lamp for ophthalmic work. A. M. 
RAMSAY. Lancet, 1921, cci, 1282. 


Northwest Med., 


NEUMAN. 


A foreign body in the eye and orbit located by the 


fluoroscope. E. B. BURWELL. Northwest Med., 1921, xx, 


344. 

Hydatid cyst of the orbit. J.S. pu Torr. Med. Press, 
1921, N.S. CX1, 491. 

Panophthalmitis following perforation of the globe by a 
button. W. G. M. Byers. Am. J. Ophth., 1921, iv, 917. 

Panophthalmitis of endogenous origin. F. S. Cook. 
\m. J. Ophth., 1921, iv, 919. 

The use of formolated cartilage grafts in the orbital 
cavity to form a mobile prosthetic stump. Macrror. Bull. 
et mém. Soc. de chir. de Par., 1921, xlvii, 1358. 

I. A case of epithelioma of the outer canthus of the eye. 

A case of Thiersch skin-grafting. H. W. Meyer. 
Surg. Clin. N. Am., 1921, i, 1643. 

Phlegmon of the conjunctiva following operation. F. 
\. Krenste. Am. J. Ophth., 1921, iv, 881. 
Follicular conjunctivitis or trachoma. 

\m. J. Ophth., 1921, iv, 918. 

A brief discussion of trachoma, with report of cases. 

E. Gaston, Northwest Med., 1921, xx, 335. 

Epiphora after extirpation of the lachrymal sac. J. J. 
GILBERT. Laryngoscope, 1921, xxxi, 938. 

Episcleritis—a new method of approach. H. D. Sin- 
SKEY, M. B. Levin, and B. Sacks. Arch. Ophth., 1921, 
i, 526. 334 
_ The care of the eye following the removal of small 
loreign bodies from the cornea. W. C. BANE. Am. J. 
Ophth., 1921, iv, 917. 


J. R. Ferret. 


Bilateral changes of the cornea in an airman. G. L. 
Cotomso. Brit. J. Ophth., 1921, v, 553. [334] 

Iodine in corneal ulceration. H. W. Wooprurr. Am. 
J. Ophth., 1921, iv, 917. 

The present status of keratoplasty. 
Am. J. Ophth., 1921, iv, 895. 

Obscure forms of posterior uveitis; their relation to 
sinus diseases and especially the lessons to be learned 
therefrom. L. C. Peter. Pennsylvania M. J., 1921, xxv, 
ISI. [334 

Uveitis with dense vitreous opacities. R. H. Buck. 
Am. J. Ophth., 1921, iv, 906. 

The specific re Teaction of the lens. L. HEKTOEN. 
Am. J. Ophth., 1921, iv, go9. 

Mature and immature "senile cataract. 
J. Ophth., 1921, iv, goo. 

Capsulotomy versus the intracapsular method in senile 
cataract extraction. H. M. THompson and J. W. THomp- 
son. Colorado Med., 1921, xviii, 271. 

Cataract operations in the aged. S. G. Hiccins. Am. 
J. Ophth., 1921, iv, g11. 

The Barraquer operation for cataract. H. 
Brit. J. Ophth., 1921, v, 552. 

Late traumatic detachment of the retina. H. Grrrorp. 
Am. J. Ophth., 1921, iv, 803. [335] 

Some practical considerations in the diagnosis of the 
congestive types of glaucoma. H. H. McGuire. Virginia 
M. Month., 1921, xviii, 532. 

A new technique in punch forceps sclerectomy for 
chronic glaucoma: tangential and extralimbal. Iriden- 
cleisis operations epitomized 1915-1919. S. Hort. Brit. 
J. Ophth., 1921, v, 544. 335 

Peripheral iridotomy (Curran) in the treatment of 
glaucoma. H. Girrorp. Am. J. Ophth., 1921, iv, 889. 

[335] 

Monocular retrobular optic neuritis caused by purulent 
maxillary sinusitis. J. W. Jervey. Ann. Otol., Rhinol., 
& Laryngol., 1921, xxx, 976. 


H. S. Grape. 


H. Smita. Am. 


SMITH. 


Ear 


Experiences of an otologist in France, 1915-1919. J. 
K. M. Dickie. Canadian M. Ass. J., 1921, xi, 895. 

Extradural abscess with extensive sloughing of the 
dura. H. B. Jones. Proc. Roy. Soc. Med., Lond., 1921, 
xv, Sect. Otol., 6 

Report of a case of lateral sinus thrombosis without 
the usual ear and mastoid signs. M. H. Newron. J. 
Am. M. Ass., 1921, Ixxvii, 2121. 











352 INTERNATIONAL ABSTRACT OF SURGERY 


Otitis and suppurations of the petrous bone in nurslings. 
M. Renavup. Bull. et mém. Soc. méd. d. hép. de Par., 
1921, xlv, 1352. 

The treatment of acute otitis media in children. S. V. 
Haas. N. York State J. M., 1921, xxi, 450. 

The problem of chronic suppuration of the middle 
ear, with special reference to ionization. A. G. WELLS. 
Lancet, 1921, cci, 1268. 

Fibrolipomata of the membrana tympani. I. VERNON. 
Laryngoscope, 1921, xxxi, 928. 

Alterations of orientation in labyrinth lesions and of the 
central nervous system. F. LASAGNA. Laryngoscope, 1921, 
XXXi, 922. {335]| 

A case of vertigo due to cholesteatoma of the attic 
cured by ossiculectomy. J. DuNpAs-GRANT. Proc. Roy. 
Soc. Med., Lond., 1921, xv, Sect. Otol., 3. 


SURGERY OF THE NOSE, THROAT, AND MOUTH 


Nose 


A new perichondrium elevator for resection of the sep- 
tum. C. A. CAMPBELL. Laryngoscope, 1921, XXXi, 973. 

Mucocele of the nasal accessory sinuses; two cases of 
pansinus involvement with recovery after interval opera- 
tions. V. DaBnrey. N. York M. J., 1921, cxiv, 6109. 

Enchondroma of the accessory nasal sinuses. [. 
SCHLITTLER. Ztschr. f. Laryngol., Rhinol., 1921, x, 405. 

A case of pyocele of the frontal sinus. J. A. Grpp. 
Lancet, 1921, cci, 1272. 

The early stages of hyperplastic ethmoiditis (larval 
ethmoiditis). S. McCuLLacu. Laryngoscope, 1921, XXxxi, 
O4l. 

Posterior ethmoidal cell exploration. P. Warson- 
WitirAms and FE. Watson-WILiiAms. Proc. Roy. Soc. 
Med., Lond., rg21, xv, Sect. Otol., 3. 

When shall we do an ethmoid operation? W. MitrHoer- 
ER. Ohio State M. J., 1921, xvii, 831. 

Certain observations in relation to the surgery of the 
sphenoid sinus. B. N. Cotver. Ann. Otol., Rhinol. & 
Laryngol., 1921, Xxx, 955. 


Throat 
Peritonsillar abscess and its radical treatment. I. M. 
Heiter. N. York M. J., 1921, cxiv, 642. {337} 


Report of a case of peritonsillar abscess followed by 
phlebitis of the internal jugular vein. J. C. Kirpy. Laryn- 
goscope, 1921, Xxxi, 920. 

The diseased tonsil. M.S. Itretson. N. York M. J., 
1921, Cxiv, 640. 

Tonsillar and adenoid tissue under X-ray treatment. 
W. G. HERRMAN. N. York M. J., 1921, cxiv, 646. 

Dilation of the pharynx as a means of relieving dy- 
sphagia in tonsillitis, peritonsillar abscess, and_post- 
operative tonsillectomies. I. E. Hasty. South. M. J., 
1921, XiV, 999. 

The use of the double snares in tonsil operations. J. S. 
CLARK. Illinois M. J., 1921, xl, 448. 

Tonsil enucleation and the tonsil enucleator. C. B. 
Mepinc. N. York M. J., 1921, cxiv, 638. 

Local tonsillectomy; a different technique. M. EQuen. 
J. Med. Ass. Georgia, 1921, x, 834. 











Epithelioma of the auricle. L. CoLLeDGE. Proc. k: 
Soc. Med., Lond., 1921, xv, Sect. Otol., 6. 

A large exostosis removed from the external audito; 
meatus of an adult male. H. L. WHALE. Proc. Ro 
Soc. Med., Lond., 1921, xv, Sect. Otol., 4. 

The structural type of the mastoid process based upon 
the skiagraphic examination of 1,000 crania of various 
races of mankind. A. L. TurNer. Proc. Roy. Soc. Med 
Lond., 1921, xv, Sect. Otol., r. 

A consideration of obscure mastoiditis. S. M. Siri 
N. York M. J., 1921, cxiv, 683. 

When shall we operate for mastoiditis? F. E. FRANCHER | 
J.-Lancet, 1921, n. s. xli, 648. 

The result obtained by a double Schwartze operation 
L.. CoLLEDGE. Proc. Roy. Soc. Med., Lond., 1921, 
Sect. Otol., 5. 


Must it always be a tonsillectomy? H. L. Swart. Ann 
Otol., Rhinol. & Laryngol., 1921, xxx, 979. 

The after-care in tonsillectomy. V. A. CHapmay. 
Wisconsin M. J., 1921, xx, 328. 

Malignant disease of the throat. W.S. Syme. Canadian 
M. Ass. J., 1921, xi, 887. 

Arrested laryngeal tuberculosis—abscess of the zygo 
matic fossa following pneumonia—exostosis of the external 
auditory canal. H. S. Wreper. Laryngoscope, 1021, 
XXxi, 953. 





Mouth 


Harelip and cleft palate. C. Von WepeEL. Southwest 
J. M. & S., 1921, xxviii, 148. 

A new method and a new instrument for endoscopi: 
examination of the maxillary sinus. H. L. Baum. Laryn 
goscope, 1921, XXXi, 965. 

Aspergillosis of the maxillary sinus. R. H. SKILLERN 
Laryngoscope, 1921, Xxxi, 946. 

False ankylosis due to a deciduous tooth in sinus. I 
F. CHAIKEN. Internat. J. Orthodont. & Oral Surg., 1921, 
vil, 682. 

Follicular or dentigerous cyst. R. J. WeENKER. J. Am. 
M. Ass., 1921, Ixxvii, 1877. 

Report of a case of cephalic chancroid and a case oi 
encephalitis following extraction of a tooth that had 
infection at the apex. H. A. Porrs. J. Am. M. Ass., 1921, 
Ixxvii, 1885. 

Foreign bodies in and about the jaws. T. Bium 
Dental Cosmos, 1921, Ixiii, 1227. 

The etiology, pathology, and treatment of cysts of the 
jaws. G. M. Dorrance. J. Am. M. Ass., 1921, Ixxvii 
1883. 

Mandibular tumors. J. A. Pettir. J. Am. M. Ass 
1921, Ixxvii, 1881. 

Radiation therapy in malignant diseases of the mouth 
Ii. H. SKINNER. Cincinnati J. M., 1921, ii, 324. 

Plastic surgery of the lip. V. H. Kazanyran. J. An 
M. Ass., 1921, Ixxvii, 1959. (337 

The nasal relation of harelip operations. G. V. I. 
Brown. J. Am. M. Ass., 1921, lxxvii, 1954. 337 

The correction of congenital cleft palate and harelip 
surgical principles involved. F. B. Mooreneap. J. An 
M. Ass., 1921, Ixxvii, 1951. {338 











